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IN THIS ISSUE: 


PANEL DISCUSSION ON DIALYSIS 


when judgment dictates oral penicillin, experience dictates... 


V-CILLIN 


(penicillin V potassium, Lilly) 


- for maximum effectiveness 
- for unmatched speed 
- for unsurpassed safety 

In tablets of 125 and 250 mg. 


ELI LILLY AND COMPANY + INDIANAPOLIS 6, INDIANA, U.S.A. 
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CLINICAL REMISSION 
INA“PROBLEM”’ ARTHRITIC 


in disabling rheumatoid arthritis. A 62-year-old printer incapacitated 
for three years was started on Decapron, 0.75 mg./day. Has lost no 
work-time since onset of therapy with Decapron one year ago. Blood 
and urine analyses are normal, sedimentation rate dropped from 36 
to 7. He is in clinical remission. * 


New convenient b.i.d, alternate dosage schedule: the degree and extent of relief provided by 
DECADRON allows for b.i.d. maintenance dosage in many patients with so-called “‘chronic”’ condi- 


tions. Acute manifestations should first be brought under control with a t.i.d. or q.i.d. schedule. 


Supplied: As 0.75 mg. and 0.5 mg. scored, pentagon-shaped tablets in bottles of 100. Also available 
as Injection DECADRON Phosphate. Additional information on DECADRON is available to physicians 
on request. DECADRON is a trademark of Merck & Co., Inc. 


*From a Clinical investigator's report to Merck Sharp & Dohme, 
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TREATS MORE PATIENTS MORE EFFECTIVELY 


Oo MERCK SHARP & DOHME - Division of Merck & Co., Inc., West Point, Pa. 
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November, 1960 ADVERTISEMENTS 


A Sanitarium for Rest Under Medical Supervision, and Treatment of Nervous 
and Mental Diseases, Alcoholism and Drug Addiction. 


The Pinebluff Sanitarium is situated in the sandhills of North Carolina in a 60-acre park 
of long pines. It is located on U. S. Route 1, six miles south of Pinehurst and Southern 
Pines. This section is unexcelled for its healthful climate. 

—- facilities are afforded for recreational and occupational therapy, particularly out- 
of-doors 

Special stress is laid on psychotherapy. An effort is made to help the patient arrive at 

an understanding of his problems and by adjustment to his personality difficulties or 
modification of personality traits to effect a cure or improvement in the di Two resid 
physicians and a limited number of patients afford individual treatment in each case. 


For further information write: 


The Pinebluff Sanitarium, Pinebluff, N. C. 


Malcolm D. Kemp, M.D. Medical Director 


EVEREST & JENNINGS 
WHEEL CHAIRS & WALKERS 


World's finest 
Aids for the 
Handicapped 


Sturdily con-. 
structed and 
easily control- 
led, Everest & 
Jennings 


Folding Wheel Chairs 
and Folding Walkers 
inspire complete con- 
fidence in the user. 


Also 
@ Hospital Beds 
@ Safety Bed Sides 
vi @ Trapeze Patient Helpers 
A few light strokes of the hydraulic @ Many Other Sick Room Helps 
pump lifts patient from floor to bed, 


toilet, chair or car. 
WINCHESTER 
“CAROLINAS’ HOUSE OF SERVICE” 


Winchester Surgical Supply Co. Winchester-Ritch Surgical Co. 
119 East 7th Street Charlotte, N. C. 421 West Smith St. Greensboro, N. C. 
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SYRUP OF CHLORAL HYDRATE 


NEW RALDRATE NOW SOLVES THE PROBLEM 
OF TASTE RESISTANCE TO CHLORAL-HYDRATE 


10 Grains (U.S.P. Dose) of palatable lime flavored 


chloral-hydrate syrup in each teaspoonful 


RAPID SEDATION WITHOUT HANGOVER 


JONES and VAUGHAN, INC. ricHmonp 26, va. 
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over five years 


Proven 


in more than 750 published clinical studies 


Effective 


for relief of anxiety and tension 


Outstandingly Safe 


simple dosage schedule produces rapid, reliable 
tranquilization without unpredictable excitation 


y/ no cumulative effects, thus no need for difficult 
dosage readjustments 


+ does not produce ataxia, change in appetite or libido 


| does not produce depression, Parkinson-like symptoms, 
jaundice or agranulocytosis 


does not impair mental efficiency or normal behavior 


Miltown 


meprobamate (Wallace) 
Usual dosage: One or two 400 mg. tablets t.i.d. 
Supplied: 400 mg. scored tablets, 200 mg. sugar-coated tablets. 
Also as MEPROTABS* — 400 ng. unmarked, coated tablets; and 
as MEPROSPAN® — 400 mg. and 200 mg. continuous release capsules. 


WY WALLACE LABORATORIES / Cranbury, N. J. —s 
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...for the tense and nervous patient 


Despite the introduction in recent years of “new and different” tranquil- 
izers, Miltown continues, quietly and steadfastly, to gain in acceptance. 
- Meprobamate (Miltown) is prescribed by the medical profession more than 
any other tranquilizer in the world. 


The reasons are not hard to find. Miltown is a known drug. Its few side 
effects have been fully reported. There are no surprises in store for either 


the patient or the physician. 
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stops tension 


For neuralgias, dysmenorrhea, upper respiratory 


distress, postsurgical conditions...new compound 
kills pain, stops tension, reduces fever—gives more 
complete relief than other analgesics. 


Soma Compound is an entirely new, totally dif- 
ferent analgesic combination that contains three 
drugs. First, Soma: a new type of analgesic that 
has proved to be highly effective in relieving 
both pain and tension.” Second, phenacetin: 
a “standard” analgesic and antipyretic. Third, 


NEW NONNARCOTIC ANALGESIC 


Caffeine: a safe, mild stimulant for elevation of 
mood. As a result, the patient gets more complete 
relief than he does with other analgesics. 

Soma Compound is nonnarcotic and nonad- 
dicting. It reduces pain perception without im- 
pairing the natural defense reflexes.” 


® Composition: Soma (carisoprodol), 200 mg.; 
phenacetin, 160 mg.; caffeine, 32 mg. 
Dosage: 1 or 2 tablets q.i.d. 
scored tablets. 


Dosage: ‘1 or 2 tablets q.i.d. 


NEW FOR MORE SEVERE PAIN 


soma (Yompound: codeine 


BOOSTS THE EFFECTIVENESS OF CODEINE: Soma Compound boosts 
the effectiveness of codeine. Therefore, only “4 grain of codeine phosphate 
is suppli¢%, to relieve the more severe pain that usually requires 2 grain. 
Compositign: Same as Soma Compound plus % grain codeine phosphate. 


Supplied: Bottles of 50 white, lozenge-shaped tablets; subject to Federal Narcotics Regulations. 


*References available on request. 


i WALLACE LABORATORIES © Cranbury, N. J. 
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acetylsalicylic acid (300 mg.) and chlormezanone (50 mg.) 


Trancoprin 
interrupts 
the pain cycle 

at 3 points 
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a bro ad age 
non-narcotic analgesic 


Trancoprin, a new analgesic, not only raises the pain perception threshold 
but, through its chlormezanone component, also relaxes skeletal muscle spasm? 
and quiets the psyche.?:*>.7 

The effectiveness of Trancoprin has been demonstrated clinically® in a 
number of patients with a wide variety of painful disorders ranging from 
headache, dysmenorrhea and lumbago to arthritis and sciatica. In a series of 
862 patients,® Trancoprin brought excellent or good relief of pain to 88 per cent 


of the group. In another series,? Trancoprin was administered in an industrial 
dispensary to 61 patients with headache, bursitis, neuritis or arthritis. The 


excellent results obtained prompted the prediction that Trancoprin “. . . will 
prove a valuable and safe drug for the industrial physician.” 
Exceptionally Safe 

No serious side effects have been encountered with Trancoprin. Of 923 
patients treated with Trancoprin, only 22 (2.4 per cent) experienced any side 
effects.*° In every instance, these reactions, which included temporary gastric 
distress, weakness or sedation, were mild and easily reversed. 
Indications 


Trancoprin is recommended for more comprehensive control of the pain 
complex (pain —» tension—»spasm) in those disorders in which tension and 
spasm are complicating factors, such as: headaches, including tension head- 
aches / premenstrual tension and dysmenorrhea / low back pain, sciatica, 
lumbago / musculoskeletal pain associated with strains or sprains, myositis, 
fibrositis, bursitis, trauma, disc syndrome and myalgia / arthritis (rheumatoid 
or hypertrophic) / torticollis / neuralgia. 


Dosage 


The usual adult dosage is 2 Trancoprin tablets three or four times daily. 
The dosage for children from 5 to 12 years of age is 1 tablet three or four times 
daily. Trancoprin is so well tolerated that it may be taken on an empty stomach 
for quickest effect. The relief of symptoms is apparent in from fifteen to thirty 
minutes after administration and may last up to six hours or longer. 


How Supplied 


Each Trancoprin tablet contains 300 mg. (5 grains) of acetylsalicylic acid 
and 50 mg. of chlormezanone [Trancopal” brand]. Bottles of 100 and 1000. 


| ranc¢ yp FIN Tablets / non-narcotic analgesic 


References: 1. DeNyse, D. L.: M. Times 87:1512, Nov., 1959. 2. Ganz,S. E.: J. Indiana M. A. 52:1134, July, 1959. 
3. Gruenberg, Friedrich: Current Therap. Res. 2:1, Jan., 1960. 4. Kearney, R. D.: Current Therap. Res. 2:127, April, 
1960. 5. Lichtman, A. L.: Kentucky Acad. Gen. Pract. J. 4:28, Oct., 1958. 6. Mullin, W. G., and Epifano, Leonard: Am. 
Pract. & Digest Treat. 10:1743, Oct., 1959. 7. Shanaphy, J. F.: Current Therap. Res. 1:59, Oct., 1959. 8. Collective 
Study, Department of Medical Research, Winthrop Laboratories. 9. Hergesheimer, L. H.: An evaluation of a muscle 


t (Tr pal) alone and with aspirin (Trancoprin) in an industrial medical practice, to be submitted. 


LABORATORIES , New York 18, N. Y. 


Trancoprin and Trancopal (brand of chlormezanone) trademarks reg. U.S. Pat. Off. 1518M 
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November, 1960 ADVERTISEMENTS 


November 28, 29, 30 
December 


Washington, LEC. 


Our nation’s historic capital city will 
be the setting for the American Medical 
Association’s 14th Clinical Meeting 
November 28 through December 1. 
The program—planned to interest 
and inform every physician—features 
the latest medical developments pre- p= 
sented in panel discussions, sympo- 
siums, round table sessions, lectures, 
closed circuit telecasts and motion pic- 
tures. Many scientific and industrial 
exhibits will be on display. 


Smithsonian Institution 
AMERICAN MEDICAL ASSOCIATION 


| 535 North Dearborn Street, Chicago 10, Illinois 
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 ENDICATIONS 
Hiab: temporomandibular 
© Neck : acute 
qiteoarthritis of cer- 
vical spine with spasm of cervical 
muscles, whiplash injury © TRUNK AND CHEST: @ ritié, intercostal myositis, xiphodynia ¢ BACK: : 


acute and chronic lumbar strains and sprains, acute hoor. back pain (unspecified), acute lumbar arthritis. 
post-disc syndrome, strained 


and traumatic injury, compression fracture, herniated intervertebral disc, 

mmuscle(s) hip injury with muscle spaim, ankle sprain, arthritis foot or knee), 
es blow to shin followed by muscle spasm, bursitis, spasm or strain of muscle or giuscle group, old fracture 
with recurrent spasm, Pellegrini-Stieda disease, 4 ‘tig with associated pain and spasm. 
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due 
skeletal muscle 


@ new muscle relaxant-analgesic 


Many conditions, painful in themselves, often give rise to spasm of skeletal muscles. 
ROBAXISAL, the new dual-acting muscle relaxant-anaigesic, treats both the pain and 
the spasnt with marked success: In clinical studies on 311 paticnts, 12 investigators’ 
satisfactory results in 86.5%. Each Tablet contains: 


© A relaxant component — Robaxin* — widely recognized. for its prompt, long-lasting relief of 
painful skeletal muscle spasm, with unusual freedom from undesired side effects... ..... 400 mg. 
*Methecarbamol Robins. U.S. Pat, No, 2770649. 


An analgesic component—aspirin—whose pain-relieving effect is markedly enhanced by Robaxin, 
and which has added value as ani anti-inflammatory and anti-rheumatic agent... . (5 gr.} 325 mg. 


SUPPLY Rosaxtat Tableis (pink- -and- when anxiely accompanies pain aid spasm: 
white, in bottles of 109 and 500, (Robaxin® with Phenaphen Sedative-enhanced analgesic and skeletal 

muscle relaxant. Bach two white-and-creen laminated Ropaxisa.-PH tab- 
Alse weailable> Injectable, 1.0 Cm, lets contain: methovarbamol £00 mz., plua the equivalent of one Phenaphen 
in tice, ampul, Rosaxtw Tablets, 0.5 Gy. capsule (phenacetin 194 mg,, acetylsalicylic 162 byoscvamine sui- 
(white, scored} in bottles Of 56 and 50). fate 6.931 gr. phenobarbital 16.2 Bortles of 100 and 500. 


reporte ia filet Of A. H. Robins Co., Lac... from: Allen, ison, Wisc. B: Billow, Bee Y., B. Decker, Richmaad, 
ag’ R. B. Gordon, New York, N_ Y., J. Holmbiad, Schenectady, N N. ¥., N. LoBue, 
hmond, Va., A. Poi ios A Cal, FE. Rogers, Boocklys, N. H. Scrong, Paisfeld, is. 
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She’s drinking a glass of pure Florida 
orange juice. And that’s important to 
her physician for several reasons. 

How your patients obtain their vita- 
mins or any of the other nutrients found 
in citrus fruits is of great medical inter- 
est —considering the fact there are so 
many wrong ways of doing it, so many 
substitutes and imitations for the real 
thing. 

Actually, there’s no better way for 
this young lady to obtain her vitamin C 
than by doing just what she is doing, 


for there’s no better source than oranges 
and grapefruit ripened in the Florida 
sunshine. There’s no substitute for the 
result of nature’s own mysterious chem- 
istry, flourishing in the warmth of this 
luxurious peninsula. 

An obvious truth, you might say, but 
not so obvious to the parents of many 
teen-agers. 

We know that a tall glass of orange 
juice is just about the best thing they 
can reach for when they raid the refrig- 
erator. We also know that if you en- 


What’s she doing that’s of medical interest? 


courage this refreshing and healthful 
habit among your young patients — and 
for that matter, your patients of any age 
— you'll be helping them to the finest 
between-meals drink there is, 

Nothing has ever matched the quality 
of Florida citrus—watched over as it 
is by a State Commission that enforces 
the world’s highest standards for quality 
in fresh, frozen, canned or cartoned 
citrus fruits and juices. 

That’s why the young lady’s activities 
are of medical interest. 


©Florida Citrus Commission, Lakeland, Florida 
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CLOMYCIN 


DEMETHYLCHLORTETRACYCLINE LEDERLE 
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extra-achviry...promptly attained 
DECLOMYCIN Demethylchlortetracycline attains 
—usually within two hours—blood levels more than 
adequate to suppress susceptible pathogens. 
These levels are attained in tissues and body fluids 
on daily dosages substantially lower than those 
required to elicit antibiotic activity of comparable 
intensity with other tetracyclines. With other tetra- 
cyclines, the average, effective, adult daily dose is 
1 Gm. With DECLOMYCIN DemethylIchlortetracy- 
cline, it is only 600 mg. 


TETRACYCLINE TETRACYCLINE 
ACTIVITY ACTIVITY 
WITH WITH OTHER 
DECLOMYCIN TETRACYCLINE 
THERAPY THERAPY 


1 


150 mg. 9250 mg. 
POSITIVE ANTIBACTERIAL ACTION 


evenly sustained 


DECLOMYCIN Demethylchlortetracycline sus- 
tains, through the entire therapeutic course, the 
high activity levels needed to control the primary 
infective process and to check the onset of a com- 
plicating secondary infection at the original—or at 
another —site. This combined therapeutic action 
is sustained, in most instances, without the 
pronounced hour-to-hour, dose-to-dose, peak- 
and-valley fluctuations in activity levels which 
characterize other tetracyclines. 


_-PROTECTION AGAINST PATH 


DEMETHYLCHLORTETRACYCLINE LEDERLE 


long retained 


DECLOMYCIN Demethylchlortetracycline retains 
significant activity levels, up to 48 hours after 
the last dose is given. At least a full, extra day 
of positive antibacterial action may thus be con- 
fidently expected. One capsule four times a day, 
for the average adult in the average infection, is 
the same as with other tetracyclines — but the 
total dosage is lower and the duration of anti- 
infective action is longer. 


DAYS OF TETRACYCLINE A' DOSAGE 


DURATION OF PROTECTION 


DAYS OF TETRACYCLINE B* DOSAGE 


DURATION OF PROTECTION 


DAYS OF TETRACYCLINE C’ DOSAGE 


DURATION OF PROTECTION 


DAYS OF DECLOMYCIN DOSAGE 


DURATION OF | 


or HER TETRACYCLINES—PEAKS AND VALLEYS 
| 4 
GEMS: >ROTECTION AGAINST RECURRENCE 
® 


for the 

added measure 
of protection 
in clinical 
practice 


higher activity/intake ratio— positive antibacterial action 
®@ sustained activity levels—protection against problem pathogens 
™ up to two extra days’ activity— protection against recurrence 


CAPSULES, 150 mg., bottles of 16 and 100. Dosage: Average infections — 1 
capsule four times daily. Severe infections—Initial dose of 2 capsules, then 1 
capsule every six hours. 

PEDIATRIC DROPS, 60 mg./cc.in 10 cc. bottle with calibrated, plastic dropper. 
Dosage: 1 to 2 drops (3 to6 mg.) per pound body weight per day—divided into 4 doses. 
SYRUP, 75 mg./5 cc. teaspoonful (cherry-flavored), bottles of 2 and 16 fi. oz. 
Dosage: 3 to 6 mg. per pound body weight per day—divided into 4 doses. 


PRECAUTIONS: As with other antibiotics, DECLOMYCIN may occasionally give rise to glossitis, 
stomatitis, proctitis, nausea, diarrhea, vaginitis or dermatitis. A photodynamic reaction to sun- 
light has been observed in a few patients on DECLOMYCIN. Although reversible by discontinuing 
therapy, patients should avoid exposure to intense sunlight. If adverse reaction or idiosyncrasy 
occurs, discontinue medication. 

Overgrowth of nonsusceptible organisms is a possibility with DECLOMYCIN, as with other 
antibiotics. The patient should be kept under observation. 
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LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York D> 
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relieves pain, 
muscle spasm, 
nervous tension 
rapid action + non-narcotic « economical 


“We have found caffeine, used in combination with acetylsalicylic acid, acetophenetidin, 
and isobutylallylbarbituric acid, [Fiorinal] to be one of the most 


effective medicaments for the symptomatic treatment of headache due to tension.” 


Friedman, A. P., and Merritt, H. H.: J.A.M.A. 163:1111 (Mar. 30) 1957. 
Available: Fiorinal Tablets and 


Each contains: Sandoptal (Allylbarbituric Acid N.F. X) 
New Form — Fiorinal Capsules 50 mg. (3/4 gr.), caffeine 40 mg. (2/3 gr.), acetylsalicylic acid 
200 ing. (3 gr.), acetophenetidin 130 mg. (2 gr.). 


Dosage: 1 or 2 every four hours, according to need, up to 6 per day. 


SANDOZ 
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Alveolar exudate 
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Therapeutic 
confidence 


Panalba is effective against 
more than 30 commonly 
encountered pathogens 
including staphylococci 
resistant to other antibiotics. 
Right from the start, 
prescribing it gives you a 
high degree of assurance 
of obtaining the desired 
anti-infective action in this 
as in a wide variety of 
bacterial diseases. 


Supplied: Capsules, each 
containing Panmycin* 
Phosphate (tetracycline 
phosphate complex), 
equivalent to 250 mg. 
tetracycline hydrochloride, 
and 125 mg. Albamycin,* 
as novobiocin sodium, in 
bottles of 16 and 100. 


*Trademark. Reg. U. S. Pat. Off. 


The Upjohn Company 
Kalamazoo, Michigan 


your broad-spectrum 
antibiotic of eee resort 


1 pneumonia 
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timed-release tablets / suspension 


Each Tussagesic timed-release Tablet 
provides: 


DORMETHAN (brand of dextromethorphan HBr), , 30 mg. 
TERPIN HYDRATE ... «© «© « « 180mg. 
APAP (acetaminophen) , - 325 mg. 


Dosage: Adults and children over 12 — one 
tablet in the morning, midafternoon and at 
bedtime. Each tablet should be swallowed 
whole to preserve the timed-release action. 


SMITH-DORSEY « a division of The Wander Company « Lincoln, Nebraska 


Each tsp. (5 ml.) of Tussagesic Suspension 


provides: 

DORMETHAN (brand of dextromethorphan HBr)... 15 mg. 
TERPIN HYDRATE 90 mg. 


Tussagesic Suspension is especially suited 
for children and for adults who prefer liquid 
medication; it is pleasantly flavored, non- 
narcotic and non-alcoholic. 


Dosage (to be taken every 3 or 4 hours): 
Adults and children over 12—1 or 2 tsp.; 
Children 6 to 12—1 tsp.; Children 1 to 6— 
\% tsp.; Children under 1 — % tsp. 
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UNSURPASSED “GENERAL-PURPOSE” CORTICOSTEROID... 


Aristocort 


Triamcinolone LEDERLE 


OUTSTANDING FOR “SPECIAL-PURPOSE” THERAPY 
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unsurpassed efficacy and relative safety in the therapy of rheumatoid arthritis, 
inflammatory and allergic dermatoses, bronchial asthma, and all other condi- 
tions in which corticosteroids are indicated. But ARISTOCORT has also opened up 
new areas of therapy for selected patients who otherwise could not be given corti- 
costeroids. Medicine is now in an era of “‘special-purpose”’ steroids.' 


One outstanding advantage of triam- 
cinolone is that it rarely produces 
edema and sodium retention.':? 


degrees. And McGavack,? in a corapar- 
ative tabulation of steroid side effects, 
indicates that triamcinolone does not 


produce the increased appetite, insom- 
nia, and psychic disturbances associ- 
ated with other newer steroids. 


The clinical importance of this prop- 
erty cannot be overemphasized in 
treating certain types of patients. 
McGavack and associates® have 
reported the beneficial results with 
ARISTOCORT in patients with existing 
or impending cardiac failure, and those 
with obesity associated with lymph- 
edema. Triamcinolone, in contrast to 
most other steroids, is not contraindi- 
cated in the presence of edema or 
impending cardiac decompensation.’ 


ARISTOCORT can thus be advantageous 
for patients requiring corticosteroids 
whose appetites should not be stimu- 
lated, and for those who are already 
overweight or should not gain weight. 
Likewise, ARISTOCORT is suitable for 
the many patients with emotional and 
nervous disorders who should not be 
subjected to psychic stimulation. Fur- 
thermore, ARISTOCORT Triamcinolone, 
in effective doses, showed a low inci- 
dence of side reactions and is a steroid 
of choice for treating the older patient 
in whom salt and water retention may 


Hollander’ points out the superiority 
of triamcinolone in not causing mental 
stimulation, increased appetite and 
weight gain, compared to other steroids 


which produce these effects in varying cause serious damage.” 


References: 1. Hollander, J.L.: J.A.M.A.172:306 (Jan. 23) 1960. 2. McGavack, 
T.H.: Nebraska M. J. 44:377 ( Aug.) 1959. 3. McGavack, T. H.; Kao, K. Y. T.; 
Leake, D. A.; Bauer, H. G., and Berger, H. E.: Am. J. M. Sc. 236:720 (Dec.) 
1958. 

Precautions: Collateral hormonal effects generally associated with cortico- 
steroids may be induced. These include Cushingoid manifestations and muscle 
weakness. However, sodium and potassium retention, edema, weight gain, 
3 psychic aberration and hypertension are exceedingly rare. Dosage should be 
individualized and kept at the lowest level needed to control symptoms. It 
should not exceed 36 mg. daily without potassium supplementation. Drug 
should not be withdrawn abruptly. Contraindicated in herpes simplex and 
chicken pox. 

Supplied: Scored tablets—1 mg. (yellow); 2 mg. (pink); 4 mg. (white); 

16 mg. (white). 


LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pearl River, New York 
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Fortunately for the patient's morale —often all 
that is necessary when you want to prescribe a 
regimen to reduce serum cholesterol is to... 


l. control the amount of calories and the type of 
dietary fat...and 


2. make a simple modification in the method of 
food preparation, using poly-unsaturated 
vegetable oil in place of* saturated fats 


Obviously, in any special diet, the fewer required 
changes in the patient’s eating habits, the more 
likelihood there is that the patient will adhere to 
the prescribed diet. 


After adjusting total fat and calorie intake, the sim- 
ple replacement of saturated fats (those used at the 
table and in cooking) with poly-unsaturated Wesson 
makes possible a most subtle dietary change, yet 
conforms completely to therapeutic requirements. 
Uniformity you can depend on. Wesson has a 
poly-unsaturated content better than 50%. Only the 
lightest cottonseed oils of high iodine number 
are selected for Wesson and no significant varia- 
tions in standards are permitted in the 22 exacting 
specifications required before bottling. 

Wesson satisfies the most exacting appetites. 
To be effective, a diet must be eaten by the patient. 
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The majority of housewives prefer Wesson particu- 
larly by the criteria of odor, flavor (blandness) and 
lightness of color. (Substantiated by sales leadership 
for 59 years and reconfirmed by recent tests against 
the next leading brand with brand identification 
removed, among a national probability sample.) 


Poly-unsaturated Wesson is unsurpassed 
by any readily available brand, where a 
vegetable (salad) oil is medically 
recommended for a cholesterol depres- 
sant regimen. 


WESSON’S IMPORTANT CONSTITUENTS 


Wesson is 100% cottonseed oi) . . . winterized and of selected quality 
Linoleic acid glycerides (poly-unsaturated) 

Oleic acid glycerides (mono-unsaturated) . . . . 

Total unsaturated 

Palmitic, stearic and myristic glycerides (saturated) . . . . 25-30% 
Phytosterol (Predominantly beta sitosterol) . . . . . . . 0.3-0.5% 
Never hydrogenated—completely salt fr 


Free Wesson recipes for delicious main dishes, desserts and salad dressings 
are available for your patients. Request quantity needed from The Wesson 
People, Dept. N, 210 Baronne St., New Orleans 12, La. 
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WHENEVER COUGH THERAPY © 


HYCOMINE 


THE COMPLETE Rx 
FOR COUGH CONTROL 


th sedative | antihistamine 
estant | expectorant — 


Hycodan” 


a relieves cough and associated symptoms in 15-20 | 
minutes m effective for 6 hours or longer # pro- 
motes expectoration = rarely constipates peree- 
ably cherry-flavored 


Each teaspoonful (5 cc.) of HYCOMINE*: syrup conta 


Dihydrocodeinone ditartrate 
(Warning: May be habit-forming) 


Homatropine Methylbromide . 


-Pyrilamine Maleate. . . 


Phenylephrine Hydrochioride . 

Ammonium Chloride. . . . 

Sodium Citrate . . . 

Average adult dose: after meals id 
May be habit-forming. Federal law permits oral prescr 


(Literature on request & 
ENDO LABORATORIES 
Richmond Hill 18, New York 


Cc ugNned? | 

6.5. meg. 
ie 
| 
. 10mg. 
60mg. 
col End 


treats the whole syhdrome 


It was the introduction of neo Bromth several years ago that created such widespread 
interest in the premenstrual syndrome—because of neo Bromth’s specific ability 
to prevent the development of the condition in the first place. 

The action of neo Bromth is not limited merely to control of abnormal water retention, 
or of nervousness, or of pain—or any other single or several of the multiple 
manifestations characteristic of premenstrual tension. neo Bromth effectively controls 
the whole syndrome. 

neo Bromth is also completely free from the undesirable side effects associated with 
such limited-action therapy as ammonium chloride, hormones, tranquilizers and potent 
diuretics. neo Bromth has continued to prove to be the safest—as well as the most 
effective—treatment for premenstrual tension. 

Each 80 mg. tablet contains 50 mg. Pamabrom, and 30 mg. pyrilamine maleate. 
Dosage is 2 tablets twice daily (morning and night) beginning 5 to 7 days before 
menstruation. Discontinue when the flow starts. 


BRAYTEN PHARMACEUTICAL COMPANY « Chattanooga 9, Tennessee 


‘Sun, Mon, Tue. Wed. Ther, Fri, Set 
Dosage: 2 Tablets B.1.D. (A.M. & P.M.) 


benzthiazide 


A. H. Robins announces NaClex, a potent, oral, non- 
mercurial diuretic. NaClex is a new molecule, desig- 
nated benzthiazide. Its unique chemical structure 
produces a “‘pronounced increase in diuretic potency”! 
over many older diuretics. NaClex also has antihy- 
pertensive properties, and it enhances the activity of 
other antihypertensive drugs. 


a new molecule 
with an 
unsurpassed 
faculty for 

salt excretion 
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diuresis 


As salt goes, so goes edema 


A fundamental principle of diuresis is that “increased 
urine volume and loss of body weight are proportional 
to and the osmotic consequences of loss of ions.””? New 
NaClex helps reduce edema through the application 
of this basic principle. . 


Apparently functioning in the proximal renal tubules, 
NaClex strictly limits the reabsorption of sodium and 
chloride ions. To maintain the essential, subtle balance 
between salt and water, the body’s homeostatic mech- 
anism reponds to this loss of ions by allowing an 
increased excretion of excessive extracellular water. 
Thus the NaClex-induced removal of salt leads 
directly to the reduction of edema. 


How potent 1s benzthiazide? 

Compared tablet for tablet with oral diuretics now 
available, NaClex is unsurpassed in potency. Milli- 
gram for milligram, it has achieved optimum diuresis 
in pharmacologic studies at 1/20 the dose required 
for chlorothiazide. 


What are the major diuretic indications for NaClex? 
NaClex produces diuresis, weight loss, and sympto- 
matic improvement in edema associated with condi- 
tions such as congestive heart failure, cirrhosis of the 
liver, chronic renal diseases (including nephrosis), 
premenstrual tension, toxemia of pregnancy, and 
obesity. Edema of local origin and that caused by 
steroids may also benefit. 


To what extent is NaClex useful in hypertension? 

NaClex has definite antihypertensive properties, and 
may be used alone in mild hypertension. In severer 
cases it may be used with other antihypertensive 


salt removal 
is still the 
fundamental 
objective 


drugs, potentiating them and permitting their use at 
lower dosage. In hypertension with associated water 
retention, NaClex is of twofold value. It may be 
prescribed for congestive heart failure as an ancillary 
measure to digitalis. 


Is potassium excretion a problem with NaClex? 

In short-term therapy, excessive potassium excretion 
is unlikely. In the effective dose range, potassium loss 
varies from % to % that of sodium. Naturally, the 
ratio of these ions depends on the rate at which 
excess sodium stores are depleted, and whether salt 
intake is restricted. 


Can NaClex and mercurials be given concurrently? 
Yes. When so employed, NaClex may increase the 
efficacy of mercurials. But NaClex alone is often 
effective enough to eliminate the need for parenteral 
mercurial administration. Also, NaClex may be effec- 
tive in cases when mercurials are not. 


Supply: Available in yellow, scored 50 mg. tablets. 


References: |. Ford, R. V., Cur. Therap. Res., 2:51, 
1960. 2. Pitts, R. F., Am. J. Med., 24:745, 1958. 


For complete dosage schedules, precautions, or other informa- 
tion about new NaClex, please consult basic literature, 
package insert, or your local Robins representative, or write 


to A. H. Robins Co., Inc., Richmond, Va. 


A. H. ROBINS COMPANY, INC. 
RICHMOND 20, VIRGINIA 
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“I’m sending this urine 

i specimen from the patient 
with pyelitis to the lab. 
What’ll I order while I’m 
waiting for the findings?” 


“I’d use AZOTREX. The azo dye will give her quick 
symptomatic relief. The sulfa-tetracycline combination 
is likely to hit the common urinary pathogens. 

If she doesn’t respond, then switch to 

something else when you get the sensitivity data.” 


q 


In active people who won't take time to eat properly, MYADEC can help prevent deficiencies by 
providing comprehensive vitamin-mineral support. Just one capsule a day supplies therapeutic 
doses of 9 important vitamins plus significant quantities of 11 essential minerals and trace 
elements. MYADEC is also valuable in vitamin depletion and stress states, in convalescence, in 
chronic disorders, in patients on salt-restricted diets, or wherever therapeutic vitamin-mineral 
supplementation is indicated. 


Each mMyapeEc Capsule contains: viTAMINs: Vitamin Bu crystalline—5 mcg.; Vitamin B, (riboflavin)—10 mg.; 
Vitamin B. (pyridoxine hydrochloride)—2 mg.; Vitamin B; mononitrate—10 mg.; Nicotinamide (niacinamide) — 
100 mg.; Vitamin C (ascorbic acid)—150 mg.; Vitamin A—(7.5 mg.) 25,000 units; Vitamin D—(25 mcg.) 1,000 
units; Vitamin E (d-alpha-tocopheryl acetate concentrate) —5 I.U. MINERALS: (as inorganic salts) lodine—0.15 mg.; 
Manganese—1 mg.; Cobalt—0.1 mg.; Potassium—5 mg.; Molybdenum—0.2 mg.; Iron—15 mg.; Copper—1 mg.; 
Zinc—1.5 mg.; Magnesium—6 mg.; Calcium—105 mg.; Phosphorus—80 mg. Bottles of 30, 100 and 250. 


a quick bite”... 
then back 

to the grind P 
nutritional 
deficiency’s 

not far behind. § 
prescribe... 


high potency vitamin-mineral supplement 


PARKE-DAVIS 


PARKE, DAVIS & COMPANY 
Detroit 32, Michigan 
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Hydroflumethiazide ¢ Reserpine « Protoveratrine A 


An integrated multi-therapeutic 
antihypertensive, that combines in balanced pro- 


In each SALUTENSIN Tablet: portions three clinically proven antihypertensives. 
Saluron® (hydroflumethiazide ) 
a saluretic-antihypertensive Comprehensive information on dosage and precautions 


Reserpine —a tranquilizing drug with 
dion in official package circular or available on request. 


Protoveratrine A—a centrally mediated 
vasorelaxafit . BRISTOL LABORATORIES + Syracuse, New York 
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ADVERTISEMENTS 


to 
contain 
the 
bacteria-prone 


cold 


inner 
protection 


(Triacetyloleandomycin, Triaminic® and Calurin®) 


safe antibiosis 


Triacetyloleandomycin, equivalent to oleandomycin 
125 mg. This is the URI antibiotic, clinically effective 
against certain antibiotic-resistant organisms. 


fast decongestion 


Triaminic®, 25 mg., three active components stop run- 
ning noses, Relief starts in minutes, lasts for hours. 


well-tolerated analgesia 
Calurin®, calcium acetylsalicylate carbamide equivalent 
to aspirin 300 mg. This is the freely-soluble calcium 
aspirin that minimizes local irritation, chemical erosion, 
gastric damage. High, fast blood levels. 


TAIN brings quick, symptomatic relief of the common 
cold (malaise, headache, muscular cramps, aches and 
pains) especially when susceptible organisms are likely 
to cause secondary infection. Usual adult dose is 2 Inlay- 
Tabs, q.i.d. In bottles of 50. B only. Remember, to con- 
tain the bacteria-prone cold...TAIN. 


SMITH-DORSEY + LINCOLN, NEBRASKA 


a division of The Wander Company 
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ALL THE PHARMACOLOGIC "ADVANTAGES, 
g @ Chemipen is Squibb’s brand of phenethicillin potassium, the 


new advance in the biosynthesis of penicillin. When you 


prescribe Chemipen, you prescribe all the advantages of 
chemically improved penicillin. 

Supply: Chemipen Tablets of 125 mg. (200,000 vu.) and 250 mg. (400,000 
u.), bottles of 24 and 100 tablets. Chemipen for Syrup (cherry-mint fla- 
vored, non-alcoholic), 125 mg. per 5 cc., 60 cc. bottles. For complete 
information consult package insert or write Professional Service Dept., 
Squibb, 745 Fifth Avenue, New York 22, N.Y. is sours travemank, 


Squibb Quality—the 
Priceless Ingredient 


Squiss 


for the patient who is 


coughing his head off 


in upper respiratory infections 


HASACODE 


* Quiets the overactive cough reflex 
* Relieves aches and fever 

* Sedates the anxious patient 

* Handy tablet form 


COMPOSITION: Each tablet contains: 
Acetylsalicylic Acid................ 2% grains 


Acetophenetidin (Phenacetin)....... grains 
Codeine Phosphate.................. % grain 
Hyoscyamus Alkaloids.............. .0337 mg. 


DOSE: One or two tablets every 3 or 4 hours, as 
required. Not more than 8 tablets should be taken 
in 24 hours. WARNING: may be habit forming. 
also HASACODE “STRONG” 


Same formula as HASACODE, but with % grain 
codeine phosphate. For use where relief of pain 
is the primary target. DOSE: As for HASACODE. 


And for relief of less severe 
type of respiratory infection: 
HASAMAL® 


Same formula as HASACODE, but without codeine 
phosphate. DOSE: As for HASACODE. 


SUPPLIED: All forms available in bottles of 100 
and 500 tablets. 


& COMPANY 
Richmond, Virginia 
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vol 
effective antibiotic than 


Erythromycin, Abbott 
How much “spectrum” do you need in treating an 
infection? Clearly, you want an antibiotic that will 
show the greatest activity against the offending or- 
ganism, and the least activity against non-patho- 
genic gastro-intestinal flora. 


Weigh these criteria—and make this comparison— 
when treating your next coccal infection. Erythrocin 
is a medium-spectrum antibiotic, notably effective 


against gram-positive organisms. In this it comes 
close to being a “specific” for coccal infections — 
which means it is delivering a high degree of activity 
against the majority of common infection-producing 
bacteria. 


And against many of the troublesome “staph” strains 
—a group which shows increasing resistance to peni- 
cillin and certain other antibiotics—Erythrocin con- 
tinues to provide bactericidal activity. Yet, as potent 
as Erythrocin is, it rarely has a disturbing effect on 
normal gastro-intestinal flora. Comes in easy-to- 
swallow Filmtabs®, 100 and 250 mg. 
Usual adult dose is 250 mg. every six 
hours. Children, in proportion to age 
and weight. Won’t you try Erythrocin? 
®Filmtab—Film-sealed tablets, Abbott. 


ABBOTT 
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You see an improve- 
ment within a few days 
Thanks to your prompt 
treatment and the 
smooth action of Deprol, 
her depression is 
relieved and her anxiety 
and tension calmed — 
often in a few days. She 
eats well, sleeps well 
and soon returns to her 
normal activities. 


’ 


Smooth, balanced action lifts depression as 
it calms anxiety...rapidly and safely 


Balances the mood — no “seesaw” effect 
of amphetamine -barbiturates and ener- 
gizers. While amphetamines and energizers may 
stimulate the patient — they often aggravate 
anxiety and tension. 


And although amphetamine-barbiturate combina- 
tions may counteract excessive stimulation — they 
often deepen depression. 


In contrast to such “seesaw” effects, Deprol’s 
smooth, balanced action lifts depression as it calms 
anxiety — both at the same time. 


Dosage: Usual starting dose is 1 tablet 
q.i.d. When necessary, this dose may be grad- 
ually increased up to 3 tablets q.i.d. 


Composition: 1 mg. 2-diethylaminoethyl benzi- 
late hydrochloride (benactyzine HCl) and 400 mg. 
meprobamate. Supplied: Bottles of 50 light-pink, 
scored tablets. Write for literature and samples. 


Acts swiftly -— the patient often feels 
better, sleeps better, within a few days. 
Unlike the delayed action of most other antide- 
pressant drugs, which may take two to six weeks 
to bring results, Deprol relieves the patient quickly 
—often within a few days. Thus, the expense to the 
patient of long-term drug therapy can be avoided. 


Acts safely — no danger of liver damage. 
Deprol does not produce liver damage, hypoten- 
sion, psychotic reactions or changes in sexual 
function—frequently reported with other anti- 
depressant drugs. 


WALLACE LABORATORIES / Cranbury, N. J. 
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an antibiotic improvement, 


designed to provide 
ess 


greater therapeutic effectiven 


(propiony! erythromycin ester lauryl sulfate, Lilly) 


in a more acid-stable form 
assure adequate absorption even when taken with food 


Ilosone retains 97.3 percent of its antibacterial activity after exposure to gastric 
juice (pH 1.1) for forty minutes.'! This means there is more antibiotic available 
for absorption—greater therapeutic activity. Clinically, too, Ilosone has been 
shown? to be decisively effective in a wide variety of bacterial infections—with 
a reassuring record of safety.‘ 


Usual dosage for adults and for children over fifty pounds is 250 mg. every six hours. 
Supplied in 125 and 250-mg. Pulvules and in suspension and drops. 


1, Stephens, V. C., et a/.: J. Am. Pharm. A. (Scient. Ed.), 48620, 1959. 
2. Salitsky, S., et a/.: Antibiotics Annual, p. 893, 1959-1960. 

3. Reichelderfer, T. E., et a/.: Antibiotics Annual, p. 899, 1959-1960. 

4. Kuder, H, V.: Clin, Pharmacol. & Therap., in press. 


EL! LILLY AND COMPANY «+ INDIANAPOLIS 6, INDIANA, U.S.A. 
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Panel Discussion on Dialysis 


Opening Remarks 
ERNST PESCHEL, M.D. 
DURHAM 


The initial paragraph of the first publica- 
tion on an artificial kidney, written in 1913 
by Abel, Rountree, and Turner from Johns 
Hopkins, describes very well the purpose of 
such an instrument. The title of the paper 
is “On the Removal of Diffusible Substances 
From the Circulating Blood by Means of 
Dialysis”, and the first paragraph reads 
like this: 

There are numerous toxic states in which the 
eliminating organs of the body, more especially 
the kidneys, are incapable of removing from the 
body, at an adequate rate, the natural or un- 
natural substances whose accumulation is detri- 
mental to life. In the hope of providing a sub- 
stitute in such emergencies, which might tide 
over a dangerous crisis, as well as for the im- 
portant information which it might be expected 
to provide, concerning the substances normally 
present in the blood, and also for the light that 
might thus be thrown on intermediary stages of 
metabolism, a method has been devised by which 
the blood of a living animal may be submitted 
to dialysis outside the body, and again returned 
to the natural circulation without exposure to 
air, infection by microorganisms, or any altera- 
tion which would necessarily be prejudicial to 
life. This process may be appropriately referred 
to as “vivi-diffusion.” 

All types of artificial kidneys are based on 
this principle of vivi-diffusion, as they called 
it, or extracorporeal hemodialysis, as we 
call it now: the substitution of an artificial 
semi-permeable membrane for the non-func- 
tioning or insufficiently functioning kidney. 

As an introduction to our discussion, I 
would like to make a few comments on the 
history of the artificial kidney, and on the 
indications for its use in general. Other 
members of the panel will then talk about 
more specific aspects of the treatment. 


Presented before the Section Internal Melicine, Medical So- 
ciety of the State of North Carolina, Raleigh, May 10, 1960. 


The first utilization of the principle of 
dialysis, by Abel, Rountree, and Turner 47 
years ago, was in experimental animals. 
Attempts to apply it in human beings failed 
at that time, mainly for two reasons: No 
material satisfactorily suitable as a semi- 
permeable membrane was available, and no 
effective and sufficiently non-toxic antico- 
agulant existed. Both these problems were 
solved during the years of the last war when 
cellophane and heparin became available. 

In 1943 a Dutch physician, Willem Kolff, 
described the first artificial kidney that was 
practicable in human beings. He had con- 
structed it with rather primitive means and 
used it successfully in a few patients. It 
consisted of a drum around which a cello- 
phane tube was wound. While the drum ro- 
tated, the blood was promoted by gravity 
and the patient’s arterial pressure. The bath 
fluid into which the tubes were immersed 
contained the essential electrolytes in nor- 
mal concentrations or modified according to 
the need for removing, or adding any indi- 
vidual blood component. Dialyzation took 
place while the tubes were dipping into the 
fluid. 

The first lot of this model was ready in 
September, 1944. Dr. Kolff’s facilities in 
Holland for further developing the instru- 
ment were limited, and he came to this 
country in 1951, joining the Cleveland Clinic, 
where he still is. 

In the meantime, in 1947, artificial kid- 
neys of somewhat different construction had 
been designed in Sweden and in Canada. 
The Swedish model is used in some clinics 
in Europe. It works with a stationary cello- 
phane tube around which the dialyzing fluid 
is moved. 

Another type, again considerably differ- 
ent, was described in 1948 by Skeggs and 
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Leonard of Cleveland. This type is used in 
a number of places in this country, mainly 
in the west. 


Kolff, in cooperation with a group in Bos- 
ton, had perfected his original instrument 
just when the Korean war started. A so- 
called renal insufficiency center was set up 
around such an instrument in Korea to 
which wounded soldiers were flown by heli- 
copter from the front hospitals. In a rela- 
tively short time the great value of this in- 
strument was definitely established. Since 
then, its use has been gradually increasing. 


This is quite an expensive, complicated 
instrument. Its fundamental construction is 
similar to Kolff’s first type, but it has many 
additional features, mainly concerned with 
treating the blood more gently on its way 
outside the body. 


Kolff tried to simplify it and at the same 
time to include the feature of ultrafiltration, 
which was not possible with the original 
model. Ultrafiltration is desirable because 
most oliguric or anuric patients are over- 
hydrated from the unsuccessful attempt to 
force the production of urine by giving 
fluids. Unless the oliguria is prerenal in 


origin, this measure does not work, and in- 
creases the danger to the patient. 
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This latest type of artificial kidney has 
been commercially available for the past 
three years. We have found its technical 
performance to be very good. The actual 
kidney consists of cellophane tubing en- 
cased in a fiberglass screen and wound in 
form of a coil. The whole dialyzing unit 
can be held in one hand. The apparatus is 
not only simpler in construction than former 
models, but it also obviates the cumbersome 
and time-consuming procedures of special 
sterilization, autoclaving, and so forth. The 
dialyzing unit, with all the parts which 
come in direct contact with the blood, is dis- 
posable; it is used only once. The units are 
supplied in sterile condition, immediately 
ready for use. 

As to the general indications for dialysis, 
one might list three or perhaps four groups: 
(1) acute renal failure in a patient with 
previously healthy kidneys, due either to 
nephrotoxins or to acute tubular necrosis 
from ischemia, formerly called lower ne- 
phron nephrosis; (2) poisoning other than 
nephrotoxins—situations where the kidney 
itself is not necessarily damaged; (3) un- 
der certain circumstances, selected cases of 
chronic renal disease; (4) miscellaneous sit- 
uations such as intractable edema or hepatic 
coma. 


The Use of the Artificial Kidney in the 


Treatment of Acute Tubular Necrosis 


WILLIAM B. BLYTHE, M.D.* 
CHAPEL HILL 


Experience with artificial kidneys in treat- 
ing acute tubular necrosis has increased re- 
markably in the past 10 years. Although 
hemodialysis was being utilized in the treat- 
ment of this disease in several large centers 
in this country prior to then, enthusiasm for 
its use was limited and sporadic. 


At least two factors have served as im- 
petus for this mushrooming experience. 
First, during the oKrean War it was amply 
demonstrated, after the development of a 
renal center in which thorough medical 
management could be achieved, that the use 


*From the Department of Medicine, University of North 
Carolina School of Medicine, Chapel Hill. 
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of the artificial kidney strikingly reduced 
the mortality rate from 80 to 50 per cent 
in posttraumatic acute tubular necrosis". 
Second, the development of a more portable, 
more easily operated, and less expensive 
instrument, as typified by the Kolff twin-coil 
kidney’, has made the apparatus more 
widely available. 


The ensuing accumulated experience has 
resulted in more or less general agreement 
that hemodialysis is a necessary concomitant 
to the conservative management of acute 
tubular necrosis. There seems to be little 
doubt that hemodialysis has been life-saving 
in certain instances where other measures 
failed, and, further, there is a growing body 
of evidence that hemodialysis decreases the 
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morbidity and incidence of complications in 
acute tubular necrosis. 

It should be pointed out, however, that 
whether or not hemodialysis materially af- 
fects the mortality rate in acute tubular 
necrosis (other than in those cases associ- 
ated with severe trauma) remains unestab- 
lished. At a recent conference in which in- 
formation from many areas was combined’, 
the over-all mortality rate was found to be 
43 per cent, a figure which has been achieved 
before in civilian practice by conservative 
management alone. 

It is highly unlikely that this question of 
mortality will be answered within the near 
future. Nevertheless, this doubt does not 
detract from the efficacy of the artificial 
kidney in selected problems in acute tubular 
necrosis, but should serve only to restrain 
us from overlooking important clues in the 
pathogenesis and thorough medical manage- 
ment of the disease. 

As experience with the artificial kidney 
has broadened, indications for its use have 
changed. At present they range from those 
which are clearcut and agreed upon to those 
which are vague and in dispute. 


Chemical Imbalances 
Hyperkalemia 


The most notable and unchanging indica- 
tion for hemodialysis is uncontrollable hy- 
perkalemia. Hemodialysis is unsurpassed in 
the rapidity and certainty with which the 
extracellular concentration of potassium 
may be reduced. At the North Carolina 
Memorial Hospital, however, the incidence 
of uncontrollable hyperkalemia has been 
impressively reduced by the aggressive use 
of cation exchange resins. Uncontrollable 
hyperkalemia, therefore, in our experience, 
is not a common indication for dialysis. 
There are times, however, when patients 
are admitted to the hospital with dangerous 
extracellular concentrations of potassium, 
and the more conservative measures are not 
satisfactory in achieving normal serum po- 
tassium concentration. The following case 
is illustrative. 


Case 1 


A 16 year old Negro boy with a history of five 
days of anuria (see table 1) had come to the Emer- 
gency Room because of “kidney colic’ two weeks 
before admission. Then it had been learned that he 
had undergone a right nephrectomy several years 
previously because of renal stones. On the night of 
admission physical examination revealed a lethargic 


PANEL DISCUSSION ON DIALYSIS 


Table 1 
Early Hospital Course of a Patient with Anuria 
of Five Days’ Duration 


CLINICAL STATUS TREATMENT 


TIME SERUM (K)+ 


OBTUNDED, WEAK, 50 % GLUCOSE WITH 
AREFLEXIC; ECG = INSULIN Ca ** 
IDIOVENTRICULAR GLUCONATE, 


RHYTHM RESIN ENEMAS 


11:00 P.M. 9.7 


STRONGER, ACTIVE SAME AS ABOVE. 
REFLEXES. ECG = UNSUCCESSFUL ATTEMPT 
NORMAL RHYTHM AND AT URETERAL 

SIGNS OF HYPERKA- CATHETERIZATION 

LEMIA 


12:30 A.M. 


8:30PM. 4.2 


ALERT, MUCH SAME AS ABOVE 

STRONGER. ECG = 

NORMAL RHYTHM AND 

PEAKED T WAVES 

ALERT DIALYSIS STARTED 

ALERT, NORMAL ECG DIALYSIS ENDED 
URETEROLITHOTOMY 
PERFORMED 


0 
OA, 
OA, 


1 


LARGE DIURESIS 


toy who demonstrated marked weakness and are- 
flexia, ard the electrocardiogram showed idioven- 
tric: lar rhythm, all suggestive of hyperkalemia. 
The ser1m potassium was 9.7 mEq. per liter. Ad- 
miristration of a solution containing 50 per cent 
elucose with insulin and calcium gluconate was 
begun. A flat film of the abdomen revealed a cal- 
culus just superior to the left ureterovesical junc- 
tion. An attempt to pass a ureteral catheter be- 
yond the calculus was unsuccessful. 


It was decided that a urethrolithotomy should 
be performed as soon as the serum potassium could 
be lowered to a safe level. After several hours of 
administration of glucose and insulin and calcium 
gluconate intravenously and sodium exchange res- 
ins by rectum, the serum potassium remained at 
8.7 mEq. per liter. It was then decided that the 
artificial kidney should be used. Hemodialysis was 
undertaken for three hours, at which point the se- 
rum potassium was 4.8 mEq. per liter. It should be 
mentioned that a serum potassium determination 
obtained at the time dialysis was started was 6.5 
mEq. per liter. Following dialysis, a ureterolith- 
otomy was performed and a stone found to consist 
of pure cystine was removed. The patient began 
voiding freely, had an unremarkable postoperative 


_ course, and has continued to do well. 


The case demonstrates several principles. 
First of all, the measures that were initially 
used to lower serum potassium—that is, ad- 
ministration of glucose and insulin intraven- 
ously and cation exchange resins rectally— 
can be quite effective in combating hyper- 
kalemia. Secondly, these measures cannot 
always be depended upon to lower serum 
potassium to safe levels and to keep the con- 
centration low. In these instances the arti- 
ficial kidney is almost always effective. It 
should be pointed out that the case just cited 
was encountered early in our experience 
with the artificial kidney. Were a similar 
situation to arise at our hospital now, we 
would doubtless institute dialysis much 
earlier. 


8.8 
2:00 A.M. 8.7 
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Others 


Other chemical derangements such as ex- 
treme elevations in blood urea nitrogen and 
marked acidosis in themselves are often con- 
sidered in some centers as indications for 
dialysis. Because extracellular fluid is ef- 
fectively removed by machines employing 
ultrafiltration—such as the Kolff twin-coil 
kidney—marked overhydration, when re- 
sulting in symptoms of water intoxication 
or cardiac failure, may be an indication for 
hemodialysis. Dialysis may be extremely 
useful, since the main avenue for the dis- 
posal of excess fluid, the urine output, is 
absent. 

Clinical Deterioration 

It has become increasingly apparent to 
those treating acute tubular necrosis that 
lowering the serum potassium to normal, as 
well as correcting acidosis and other electro- 
lyte derangements, does not uniformly pre- 
vent clinical deterioration as manifested by 
mental obtundity, twitching, convulsions, 
and coma. Furthermore, there is not always 
clear correlation between the appearance of 
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these symptoms and the concentration of 
blood urea nitrogen, in itself not thought to 
be toxic, but rather an indication of the 
retention of other substances which are 
toxic. For these reasons, clinical deteriora- 
tion of the patient rather than chemical ab- 
normalities per se has become a major indi- 
cation for hemodialysis. 


At the present time the ease of decision 
to dialyze is directly dependent upon the 
rigidity of criteria used to make the de- 
cision. At the North Carolina Memorial 
Hospital clinical deterioration has been the 
most frequent reason for dialysis in acute 
tubular necrosis. 


I should like to illustrate how this cri- 
terion is applied by presenting two cases 
which are similar in several respects (fig. 
1). The patients were both of approximate- 
ly the same age, the etiology of the tubular 
necrosis was associated with pregnancy in 
and both patients appeared 
acutely ill upon admission to the hospital. 
In one case it was felt necessary to institute 
hemodialysis and in the other it was with- 
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Fig. 1. Hospital course of two patients with acute 
tubular necrosis. (Dialysis was undertaken in pa- 
tient represented in lower part of figure because of 


clinical deterioration.) 
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held. Both patients recovered and at present 
are doing well. 


Case 2 


Five days prior to admission a 26 year old 
Negro woman, gravida ix, para vii, had been ad- 
mitted to another hospital because of continuous 
convulsions associated with toxemia of pregnancy. 
There a caesarean section had been performed. Dur- 
ing the succeeding five days the urinary output de- 
creased progressively from 450 cc. on the first post- 
operative day to 50 cc. on the day of admission 
to our hospital. She was transferred to the North 
Carolina Memorial Hospital because of the oliguria. 

Physical examination revealed an agitated Negro 
woman who appeared critically ill. Pertinent find- 
ings were slight cardiomegaly and other signs of 
mild congestive heart failure, a soft abdomen with 
bowel sounds, a clean-looking abdominal wound, 
and 2 plus sacral edema. 

Chemical data were: serum sodium 109 mEq. per 
liter, serum potassium 6.5 mEq. per liter, serum 
and carbon dioxide 11.7 mEq. per liter. A chest 
film revealed an enlarged heart and questionable 
pulmonary congestion. Electrocardiogram showed 
moderate peaking of the T waves, but no other 
evidence of hyperkalemia. 

At this juncture it was felt that the diagnosis of 
acute renal failure was firmly established. The 
eitology was not clear, although the history of 
toxemia with convulsions plus the caesarean sec- 
tion were thought to be a likely background for 
hypotension and subsequent acute tubular necrosis. 

It was decided that no clear cut indications for 
dialysis were present, but that it should be insti- 
tuted in the event of further clinical deterioration. 
The patient was digitalized and a program of so- 
dium ion exchange resin by rectum was begun. Hy- 
pertonic glucose was given in order to minimize 
protein breakdown and afford proper water replace- 
ment. 

During the ensuing 24 hours the serum potassium 
was lowered to 5.5 mEq. per liter, and the patient 
became slightly more alert. Thereafter the serum 
potassium remained within normal limits, the car- 
bon dioxide returned to normal, and the patient be- 
came even more alert and felt stronger. Manage- 
ment consisted of proper replacement of water, sup- 
ply of carbohydrate, and continued resin enemas, 
Diuresis began on the third hospital day and was 
adequate by the seventh day. Dialysis was with- 
held from this patient, since there was no mental 
deterioration and the chemical environment was 
satisfactorily controlled. 


Case 3 


A 29 year old Negro woman, gravida v, para iv, 
was admitted to another hospital four days prior 
to admission to the North Carolina Memorial Hos- 
pital. She gave a history of having missed one 
menstrual period. On the day of admission there 
she had experienced severe generalized abdominal 
pain and marked vaginal bleeding. She was febrile 
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and hypotensive, and pelvic examination revealed 
placental tissue in the cervical os. No history of 
self-induced abortion could be obtained. The bleed- 
ing was controlled by Pitocin. The following day, 
during a blood transfusion, she became febrile, ap- 
prehensive, and complained of chilly sensations, Dur- 
ing the ensuing four days urinary output was al- 
ways less than 300 cc. per day. 

Because of this situation she was transferred to 
the North Carolina Memorial Hospital. Examination 
on admission disclosed an acutely ill-appearing, 
well oriented Negro woman. The temperature was 
98°F., pulse 90, respiration 20, and blood pressure 
130 systolic, 80 diastolic. The heart was not en- 
larged, and there was no evidence of congestive 
heart failure. The abdomen was distended and ten- 
der, and there were no bowel sounds. There was 
1 plus pretibial edema and no sacral edema. Expert 
opinion was that a dilatation and curettage was 
not indicated and that peritonitis was not present. 

Chemical data were: serum sodium 126 mEq. per 
liter, serum potassium 5.5 mEq. per liter and se- 
rum carbon dioxide 13 mEq. per liter. A chest film 
was negative and an electrocardiogram showed no 
signs of hyperkalemia. 

The patient was treated for four days with proper 
fluid replacement, calories adequate to minimize 
protein breakdown, and cation exchange resins, 
During this time hyperkalemia and acidosis were 
not a problem. She became more lethargic, and on 
the night of the fourth day she had a convulsion 
and became much less responsive. 

Because of these developments, a six-hour di- 
alysis was performed on the following day. Al- 
though she did not become more alert, the twitch- 
ing, which had been prominent, disappeared. Since 
the next few days following dialysis brought little 
change, the measure was not repeated. 

Diuresis began on the twelfth day and gradually 
became more marked. The patient became more 
alert and active, and fully recovered. 

Although it cannot be proved that dialysis 
was life-saving in this case, it seems prob- 
able that it might have been since the pa- 
tient showed evidence of deterioration early 
in the course of anuria. 


Prophylaxis 


Although there have been recent reports 
which propose repeated prophylactic dial- 
yses as a means to prevent clinical deteri- 
oration”, this is not practical in most insti- 
tutions at present. Since the over-all mortal- 
ity rate in acute tubular necrosis is about 
50 per cent without it, dialysis of all patients 
in order to lower mortality would result in 
many unnecessary dialyses. Therefore, the 
efficacy of prophylactic dialysis should be 
clearly established before it is undertaken on 
a widespread scale. 
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Summary 

The value of hemodialysis as a therapeu- 
tic adjunct in the management of acute tu- 
bular necrosis has been firmly established, 
although the fundamental question of wheth- 
er mortality rate will be lowered by its use 
remains uranswered. Indications for dial- 
ysis range from those which are undisputed 
to those whic: are not agreed upon. Uncon- 
trollable hyperkalemia continues to be the 
clearest indication for dialysis, At pres- 
ent clinical deterioration, rather than chem- 
ical abnormalities per se (other than hyper- 
kalemia), seems to be a more reliable cri- 
terion. Whether prophylactic dialysis is the 
best means of managing acute tubular ne- 
crosis remains to be established. 
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The Use of the Artificial Kidney in Poisonings 
JOHN H. FELTS, M.D.* 


WINSTON-SALEM 


Naturally an artificial kidney was first 
used to treat patients with renal disease. 
It then was a short step to use hemodialysis 
to help normal kidneys rid the body of exo- 
genous toxins before irreparable damage had 
been produced. The latter application is lim- 
ited only by the biochemical behavior of the 
poison. The molecule must be small enough 
to pass through the membrane, and this flow 
across the membrane should be rapid enough 
to clear the blood of a large proportion of 
the ingested dose within a short time. The 
rate at which the toxin is removed will be 
determined by the rapidity and degree of 
plasma protein and tissue binding, the rate 
of its metabolic degradation, the volume of 
tissue distribution, and the route of excre- 
tion of the agent or its degradation products. 
These factors, too, determine the prognosis, 
particularly if a long period has elapsed 
since the poison was taken or if a tremen- 
dously large dose was used. 

Because most dialyzable poisons (table 1) 
produce coma, the initial problem is usually 
the management of coma. Recent evidence" 
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suggests that conservative management with 
minimum medication results in the lowest 
morbidity and mortality. This requires sim- 


ply the maintenance of adequate blood pres- 
sure, urine flow and respiratory gas ex- 


change, together with scrupulous clinical 
observation so that the earliest signs of de- 


terioration may be detected. This is the 
stage in which hemodialysis is probably in- 


dicated unless the toxic agent is one which 
may produce irreparable damage. Then hem- 


odialysis on identification seems preferable. 


This procedure is not a substitute for ra- 
tional management, and if a conservative 


program is followed it will not be necessary 
in most cases. We routinely have our coma 


patients seen in consultation and followed 
by an anesthesiologist, who is responsible for . 


the maintenance of respiratory exchange. 


Table 1 
Dialyzable Agents 
Phenobarbital 
Butabarbital 
Amobarbital 
Pentobarbital 
Secobarbital 
Bromide 
Salicylate 
Glutethimide (Doriden) 
Ethinyl-cyclohexy] (Valmid) 
Ethylene glycol 
Streptomycin 
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When necessary, an indwelling endotracheal 
tube is used. Hydration and urine flow are 
maintained by appropriate parenteral fluids 
with a catheter indwelling to permit careful 
measurement of flow. We determine blood 
pH, carbon dioxide, sodium and potassium 
and end-expiratory carbon dioxide as indi- 
cated. A portable chest film and an electro- 
cardiogram are taken as soon as possible. 
If clinical or radiographic evidence of pneu- 
monia is present, an appropriate bactericidal 
antibiotic is used. We do not “cover” the 
indwelling catheter with an antibiotic, be- 
cause the catheter will be removed shortly 
and we will not be able to prevent the en- 
trance of micro-organisms with any of the 
antimicrobial agents currently employed; if 
bacteriuria persists after recovery, appro- 
priate therapy is instituted. Nor do we em- 
nloy analeptic agents, which have been use- 
less in our experience. 


Barbiturates 


Members of the barbiturate family are 
sti!l the most popular drugs for suicide at- 
tempts, and fortunately most of these are 
dialyzable’’. Phenobarbital is probably the 
most effectively removed, with butabarbital, 
amobarbital and pentobarbital following in 


this order. Secobarbital is metabolized so 
rapidly that it is poorly dialyzable. Our last 
four instances of barbiturate poisoning were 
produced by butabarbital; none of these 
required dialysis. Despite their entrenched 
position, barbiturates are giving some 
ground to the newer synthetic hypnotics 
among the distraught and suicidal. Fortu- 
nately two of these hypnotics are dialyzable- 
glutethimide (Doriden)“ and ethinyl-cyclo- 
hexyl carbamate (Valmid)’. We have had 
no serious intoxication with any agents 
other than glutethimide and have had no 
deaths in patients who have been indiscreet 
in using this latter preparation. 

If an artificial kidney had been available 
two or three decades ago in North Carolina, 
we would probably have found greater use 
for it in the treatment of bromide poisonings 
because bromide intoxication can be treated 
most effectively in this manner“). This agent 
was once a Carolina favorite and as recently 
as 1951 Hodges and Gilmour reported 36 
cases of bromide intoxication observed in a 
three year period. 

Salicylate poisoning is a problem of in- 
creasing importance in our expanding pop- 
ulation, because children may ingest large 


PANEL DISCUSSION ON DIALYSIS 491 


quantities accidentally. Salicylate poisoning 
is a mixed disturbance, producing both res- 
piratory alkalosis and metabolic acidosis’, 
and is difficult to treat because of its com- 
plexity. Fortunately salicylate is dialyzable 
and hemodialysis has proved quite effective 
in lowering morbidity and mortality when 
employed soon enough". 

Another agent frequently ingested acci- 
dentally in the belief or hope that it may be 
a substitute for ethyl alcohol is ethylene gly- 
col. This is a major constituent of automo- 
bile antifreeze and when ingested may pro- 
duce severe central nervous system, cardiac, 
and renal damage. Prompt hemodialysis in 
such a situation may prevent irreversible 
changes in the central nervous system as 
well as the precipitation of oxalate crystals 
in the kidney which might be expected to 
produce a severe permanent nephropathy’. 

Finally some attention might be directed 
to an iatrogenic condition in which hemo- 
dialysis can be of therapeutic value. Strep- 
tomycin is excreted by the kidney, so that 
in chronic rena] disease decreased excretion 
may lead to prolonged retention with great- 
er danger of damaging the eighth nerve. For 
this reason it has been recommended that 
the use of streptomycin be carefully limited 
in patients wth chronic renal disease. It is 
dialyzable, however, and hemodialysis has 
been used successfully for the alleviation 


of ototoxicity”’. 
Summary 


The artificial kidney properly employed 


is a useful means of treating certain cases 
of poisoning. It is not a substitute for but 


rather a logical addition to proper medical 
management. 
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Additional Uses of the Artificial Kidney: 


Selected Cases of Chronic Renal Failures 


Intractable Edema; Hepatic Coma 
WILLIAM A. KELEMEN, M.D. 
CHARLOTTE 


In the treatment of chronic and irrevers- 
ible diseases, the two basic features of the 
twin-coil artificial kidney’, dialysis and fil- 
tration, may be employed as palliative meas- 
ures. Other standard therapeutic methods 
have inherent limitations (failure to remove 
nitrogenous products and fixed acids). One 
need not, and should not, separate the em- 
ployment of the artificial kidney from other 
forms of therapy, since life may be pro- 
longed for greater periods than may be felt 
to be compatible in chronic diseases. The 
question often arises as to whether this 
practice is justified. 


Chronic Renal Failure 


The criteria for treatment of chronic renal 
failure lie primarily in the symptoms and 
signs rather than in specific abnormalities 
of the blood constituents. As the total func- 
tioning nephron units diminish, progressive 
derangements of the uremic syndrome be- 
come evident. While deterioration will in- 
crease in certain patients regardless of 
measures used, the hope is that the artificial 
kidney will reverse the trend and potenti- 
ate other forms of treatment. The follow- 
ing factors, therefore, will be considered in 
selecting patients for dialysis: 

1. Blood pressure: The degree and dura- 
tion of hypertension, if present, and whether 
it is benign or malignant should be consid- 
ered. It has been shown that renal function 
decreases progressively as the blood pres- 
sure increases’, and that it may improve 
with antihypertensive therapy resulting in 
lowered mortality’. Though the blood pres- 
sure may be controlled in patients having 
malignant hypertension, parenchymal and 
perivascular hyperplasia with varying de- 


grees of renal parenchymal atrophy will cde- 
velop, leading to progressive renal failure. 
When malignant hypertension is attended 
by renal failure, dialysis is not indicated. 
In severe benign hypertension, the prognosis 
is not favorable, but the over-all evaluation 
and response to antihypertensive drugs 
should be considered. 

2. Renal size: If x-ray studies (a flat 
film of the abdomen, retrograde pyelograms, 
or both) show the kidneys to be significant- 
ly contracted, this loss of renal mass car- 
ries a grave prognosis. In addition, renal 
arteriograms will reveal a reduced vascula- 
ture, manifested as “silver wire’ effects, 
rather than the norma! diffuse fine glomular 
outline in the cortex. 


3. Associated diseases: While uremia 
alone places a heavy burden on the patient, 
other debilitating disease, such as caricino- 
matosis, may nullify any benefit derived 
from dialysis; yet dialysis can play an im- 
portant supportive role in preparing a seri- 
ously ill patient—for example, one with ob- 
structing renal calculus—for surgery when 
otherwise only palliative measures might be 
undertaken. 

4. Histologic findings of renal biopsy: 
Whether needle or open biopsies are done, 
examination of adequate specimens will be 
of diagnostic and prognostic value’. The 
histologic findings will strongly influence 
therapy. 

5. Volume of urine: The volume of urine 
is of utmost importance. In the absence of 
dehydration, a fixed small volume (less than 
1000 cc. per 24 hours) represents a serious 
further depression of glomerular filtration 
and a decrease of functioning nephrons due 
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to glomerular and parenchymal disease’. 
Prognosis is poor when this compensatory 
mechanism fails to meet even these minimal 
excretory needs. A serious drawback in the 
use of the artificial kidney is that urinary 
suppression can be produced during the pro- 
cedure. This oliguria and/or anuria may 
last for several days, nullifying the benefi- 
cial effects of dialysis. 

6. Degree of elevation of serum creati- 
nine and serum phosphorus: When the se- 
rum creatinine approaches 12 mg. per 100 
ml., approximately 95 per cent of the glo- 
meruli are non-functioning’. Similarly, 
when phosphorus retention occurs, glomeru- 
lar filtration is reduced to 20 per cent of 
normal volume’. Dialysis should not be 
cone when both of these substances are 
markedly elevated. 

In general, patients who have severe glo- 
merular disease (subacute and chronic glo- 
merulonephritis, lupus erythematosus, poly- 
arteritis nodosa, scleroderma, amyloidosis, 
diabetic glomerulosclerosis, malignant ne- 
phrosclerosis) will respond poorly to dialy- 
sis, while those having parenchymal dis- 
eases, pyelonephritis, and polycystic renal 
disease may fare better. 


Intractable Edema 


Patients who have excessive fluid reten- 
tion, whether due to cardiac failure, espe- 
cially when attended by renal failure, or 
to renal disease primarily, may be benefited 
by dehydration’. 

Congestive heart failure need not be a 


contraindication to dialysis, though care 


must be taken to avoid potassium removal 
with resultant digitalis intoxication. Should 
the patient be refractory to diuretics or fail 
to respond rapidly and sufficiently enough 
to prevent death from pulmonary edema, 
then dialysis may be employed. Following 
dialysis the patients may once more be- 
come sensitive to diuretics. 

Dialysis may prevent cardiopulmonary 
complications from developing in patients 
having the nephrotic syndrome due to mem- 
branous glomerulopathy resulting in oligu- 
ria. Time will be gained for a trial of steroid 
therapy. 

Since 6 to 12 pounds of fluid may be re- 
moved during a course of treatment with 
the artificial kidney, care must be taken to 
avoid hypotension and vascular collapse. A 
slower rate of removal of edema fluid or 
multiple dialyses may be necessary to al- 
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low time between treatments for compart- 
mental adjustments. 


Hepatic Coma 

The prognosis of hepatic coma is grave, 
since it represents further hepatic insuffi- 
ciency and failure of detoxification of am- 
monia. Medical management” is directed 
toward either preventing the formation of 
excessive ammonia or utilizing ammonia al- 
ready present. Dialysis will aid in the re- 
moval of ammonia should the response to 
medical management be insufficient, though 
it is probably not indicated in instances of 
improper diet or ingestion of ammonium 
drugs’. However, prognosis has been 
shown to be poor when the serum bilirubin 
concentration is greater than 20 mg. per 
100 ml. and the sodium concentration less 
than 130 mEq. per liter in the presence of 
ascites or gastrointestinal bleeding’. 

The development of renal insufficiency is 
also ominous’. While dialysis is not indi- 
cated in severe hepatic cell necrosis (acute 
yellow atrophy) it would seem to have some- 
thing to offer in instances where renal fail- 
ure has also developed, here to maintain the 
patient at a critical time while awaiting 
response to liver therapy. Dialysis may be 
of value in coma following hemorrhage from 
esophageal and gastric varices. The risk of 
further bleeding during dialysis can be les- 
sened by the use of regional hepariniza- 
tion”. 


Summary 

Admittedly, the over-all outlook for pa- 
tients having chronic irreversible disease is 
poor. The use of the artificial kidney offers 
additional benefit through the removal of 
nitrogenous wastes, fixed acids, and edema, 
while correcting electrolyte disturbances. 
The selection of patients with chronic renal 
failure for dialysis is based on evidence of 
potential renal function. Consideration of 
blood pressure, renal size, histologic find- 
ings, urine volume, serum creatinine, serum 
phosphorus, and associated diseases helps to 
determine whether the artificial kidney 
should be employed. In intractable edema 
of cardiac or renal origin, filtration relieves 
danger to the cardiopulmonary system and 
allows time for other therapy. Ammonia is 
dialyzable and offers a means of supple- 
mental therapy in hepatic coma, especially 
when renal failure occurs. Even with di- 
alysis, however, the prognosis at this stage 
of liver disease remains poor. 
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What is now actually the role of an arti- 
ficial kidney in present day therapy? The 
conditions leading to its potential use are 
not too rare. Some have definitely become 
more frequent in recent years—for instance, 
acute renal failure associated (1) with 
transfusion reactions, particularly those due 
to the rarer incompatibilities such as Kell 
antibodies; or (2) with septicemias from 
antibiotic-resistant agents, such as staphylo- 
cocci or gram negative organisms. Some ar- 
guments against setting up an artificial kid- 
ney laboratory, which is still rather expen- 
sive, used to be about like this: “We have 
achieved considerable success in managing 
acute renal faijure by conservative means; 
the chances for survival and recovery are 
excellent in skilled hands; the few patients 
who are going to die will do so regardless 
of how you treat them.” Such arguments 
are heard less and less. First, it seems we 
have to revise a little the over-all mortality 
rate of acute tubular necrosis treated by 
optimal conservative management. What 
seemed to be 20 per cent for a while, might 
be closer to 50 per cent. Second, everybody 
who has some experience with an artificial 
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kidney can enumerate a number of patients. 


whose lives were definitely saved by this 
instrument. 

Its usefulness should not be judged on a 
statistical basis. The patients with acute 
renal failure who are treated with it are 
usually so desperately ill that the survival 
rate will never be statistically impressive. 
But one should look at the individual lives 
which are saved by this means, usually for 
a return to a fruitful and normal life. 

So, because potential dangers to life are 
present even in the apparently benign case, 
it is highly desirable to have an artificial 
kidney available, and one should know where 
the nearest one is. It is obvious that this 
is not an office procedure. Smaller hospitals 
might have difficulties to have the necessary 
manpower on hand, both in terms of num- 
ber and of special experience. But larger 
hospitals should have an artificial kidney 
laboratory and the team prepared to run it. 
Which patient should be dialyzed and at 
which time, is a difficult decision which is 
best made while the patient is observed in 
the institution which has an artificial kid- 
ney. Therefore, the patient should best be 
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transferred as early as possible, before even 
the transportation as such might be an ad- 
ditional risk; that means: without waiting 
until dialysis seems unavoidable. 

A number of other forms of dialysis have 
been used. Among them, only peritoneal 
lavage has proved of value. It is far less 
effective than the artificial kidney is and 
has its own technical drawbacks. But it is 
simpler in its application, needs less per- 
sonnel, and might at least be valuable for 
areas where no artificial kidney is within 
reach. 

Within the last weeks, a new technique 
of dialysis has been reported which you 
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might have read about. It is meant to allow 
continuous hemodialysis or repeated pro- 
phylactic dialysis, leaving small cannulas in 
an arm artery and vein for a period of days 
or weeks. They are connected to form an 
AV shunt when not used for dialyzation, in 
this way keeping the same vessels usable 
again and again. It is perhaps too early to 
say much about this but it might be prom- 
ising. 

We would like now to try to answer any 
questions which might come from the audi- 
ence. 


Management of Childhood Nephrosis 


WILLIAM J. A. DEMARIA, M.D. 
DURHAM 


A clinical disorder with no known cause, 
cure or method of prevention and with a 
high mortality rate is bound to have numer- 
ous forms of therapy. Such is the situation 
with so-called “pure” or “lipoid nephrosis” 
of childhood, in the management of which 
more than one hundred agents and proce- 
dures have been applied. 

Known causes of the nephrotic syndrome 
do exist’. For example, it may be associ- 
ated with diseases such as thrombosis of the 
renal veins, constrictive pericarditis, or dia- 
betes, or it may be due to poisoning with 
heavy metals and poison oak or to drug in- 
toxication with paramethadione; but these 
conditions will not be considered in this dis- 
cussion. 


Definition, Diagnosis, and Natural Course 


Nephrosis may appear at any age but it 
occurs most frequently between 18 months 
and 4 years, with an estimated incidence of 
2.1 per 100,000 children up to 9 years of 
age'?). No real evidence supports a direct 
etiologic relationship between the disease 
and preceding infection, climate, season, 
diet, economic level, allergic history, or race. 
In individuals, however, one or more of these 
factors may affect the onset, the course of 
the disease, or both. The incidence is higher 
in males. The disease is reported in twins 
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and in a second member of a family in about 
2 to 3 per cent of cases". 

Nephrosis is readily recognized when the 
patient manifests edema, proteinuria, hypo- 
proteinemia, and hyperlipemia. If one lim- 
ited the diagnosis to patients with these find- 
ings, however, other cases would go un- 
recognized or be misdiagnosed. In the early 
phase of the disease, or intermittently dur- 
ing its course, a patient may manifest only 
a significant proteinuria with doubly refrac- 
tile or oval fat bodies in the urine. It may 
be some weeks before the low serum pro- 
teins, high serum lipids, and edema first 
appear or reappear. Hematuria, hyperten- 
sion, and nitrogen retention may accompany 
the first known episode of nephrosis, and all 
three features or any combination of them 
may appear transiently during the course of 
the disease. 

Alert parents may note first the appear- 
ance of periorbital edema. Because it fre- 
quently is intermittent and slight, it is 
passed off as a “cold,” or an “allergy,” or 
the parent may feel that “the child just 
needs more rest.”’ During this phase the 
urine almost invariably reveals the protein- 
uria and usually the Maltese crosses under 
the polarizing microscope’, whereas the 
characteristic blood chemistry findings may 
not be present. It is possible that the dis- 
ease may remain in this subtle form until 
irreversible renal changes become estab- 
lished. The child may then first appear be- 
fore the physician showing signs and symp- 


i 
4 
4 
} 
“ 
x 


496 NORTH CAROLINA MEDICAL JOURNAL 


toms of a terminal renal syndrome and no 
previous recognizable history. Usually, how- 
ever, after a period of weeks a generalized 
edema becomes apparent and is the major 
clinical symptom when the child is presented 
for diagnosis. Urinalysis reveals the pro- 
teinuria (1 or more grams per day) and 
Maltese crosses. Microscopic hematuria is 
not uncommon, and gross hematuria with 
red blood cell casts may be noted. One re- 
port records microscopic hematuria in 50 per 
cent of the cases during the first episode’. 
This “nephritic-appearing” urine may also 
be associated with hypertension and nitro- 
gen retention in either the first episode of 
nephrosis or intermittently during the 
course of the disease, thereby causing some 
confusion in diagnosis. However, the addi- 
tional blood chemistry findings and marked 
proteinuria characteristic of nephrosis usu- 
ally aid in the differentiation of acute ne- 
paritis and nephrosis. Aid is often avail- 
able in a further analysis of the urine’. 
In nephrosis the bloody urine is usually 
bright red with a yellow supernate follow- 
ing centrifugation, and the red blood cells 
are well preserved. In nephritis, on the 
other hand, the urine is brown, with a 
brownish supernate in the majority of cases. 
The red blood cells are less well preserved 
in the nephritic urine (46 per cent as com- 
pared with 84 per cent in nephrotic urine). 
It is important to note that occasionally a 
child with acute glomerulonephritis may 
transiently (one to two weeks) show a low- 
ered total serum protein and albumin and 
elevated cholesterol’. 


The natural course of nephrosis after on- 
set is quite variable. The majority of pa- 
tients will have a spontaneous remission in 
about two months, followed in one to three 
years by a series of exacerbations and re- 
missions, either of which may last for weeks 
or months. In rare cases the child may 
never have a relapse after the first remis- 
sion, while occasionally the disease may 
progress rapidly, terminating in uremia and 
death. Studies of two series of nephrotic pa- 
tients two or more years after onset reveal 
a range of apparent recovery between 18 
and 41 per cent; continuing evidence of renal 
disease between 17 and 31 per cent and 
death between 42 and 51 per cent”. Be- 
cause proteinuria and hypertension are 
known to occur five years after “recovery” 
and 20 years after onset’, these relatively 
short-term follow-up figures do not afford 
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us sufficient knowledge for accurate prog- 
nostics. 


Remissions can occur following serious in- 
fections—for example, pneumonia, or peri- 
tonitis (most commonly pneumococcal), al- 
though such infections as the latter were 
the primary cause of non-renal deaths in 
nephrosis. Exacerbations occur spontane- 
ously, but may follow mild upper respiratory 
diseases. As such infections, predominantly 
viral, are so common in the age range when 
the incidence of nephrosis is at its peak, the 
relationship could be coincidental rather 
than causal. Until a definitive process ini- 
tiating nephrosis is identified and the pos- 
sible influence of acute viral and bacterial 
diseases is well documented, one must be 
cautious in forming opinions based solely on 
clinical observations. Most authorities, how- 
ever, accept a relationship between infec- 
tions and nephrosis. As discussed in the 
section on treatment, methods for prevent- 
ing infections and even the delaying of rou- 
tine immunizations have been advised for 
the prevention of recurrences. 


Immunology, Pathology, and Metabolism 


Experiments with both human and ani- 
mal subjects suggest that an antigen-anti- 
body reaction is basic to the production of 
nephrosis, and that the predominant react- 
ing tissue is the renal glomerulus’. Serial 
determinations of serum complement reveal 
a progressive decrease in concentration pre- 
vious to a relapse, continued low levels while 
the disease is active, and a gradual rise just 
prior to remission. Since the low comple- 
ment levels are not due to loss or decreased 
synthesis, it is presumably bound by the 
antibody reaction at the glomerulus’. 

The most consistent pathologic findings in 
the various stages of clinical nephrosis have 
been noted in the epithelium of the glomeru- 
lar capillaries’. The normal capillary con- 
sists of three components. The inner lining 
—endothelium—is enveloped by the base- 
ment membrane, which in turn is _ sur- 
rounded by a layer of epithelium. Normally 
the epithelial cytoplasm is differentiated into 
numerous foot processes, which impinge on 
the outer aspect of the basement membrane. 
These processes are greatly decreased in 
number in all stages of nephrosis, and in- 
stead broad masses of epithelial cytoplasm 
are applied to the basement membrane. Far- 
quhar and associates''*’ speculate that this 
epithelial alteration may be secondary to 
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changes in the basement membrane which 
are inapparent under the electron micro- 
scope at this time. Later in the course of the 
disease areas of changed density in the base- 
ment membrane give it a moth-eaten ap- 
pearance. Such a change would allow pro- 
tein to leak from the glomerular capillary 
and possibly account for the supra-normal 
glomerular filtration rate noted early in the 
disease. The changes in the epithelium are 
thought possibly to reflect an attempt by 
the capillary to repair the holes in the base- 
ment membrane. 

The changes noted in the basement mem- 
brane and endothelium appear to depend on 
the duration and severity of the disease. 
Thus the irregular thickening, decreased ho- 
mogeneity, and moth-eaten appearance of 
the basement membrane become increasing- 
ly more apparent as the clinical disease pro- 
gresses. 

These recent findings are particularly in- 
teresting when compared with earlier clin- 
icopathologic observations of Blackman'!®). 
He noted that the clinical progression of the 
many forms of Bright’s diseases are corre- 
lated with high concentrations of protein- 
uria (more than 0.5 Gm. per 100 ml.), 
of which 35 per cent or more is often 
found to be globulin. He proposed that con- 
tinuing exposure of the glomeruli to high 
concentrations of globulin promotes crescent 
and adhesion formation, with resultant loss 
in renal function. His studies suggest that 
if the concentration of protein in the glo- 
merular filtrate could be decreased, the 
progress of the renal disease might be re- 
tarded or prevented. 

Support for this contention is offered by 
the observation that nephrosis progresses to 
renal failure more often in children if uri- 
nary protein loss exceeds 6 Gm. per 24 hours 
and the urinary globulins exceed 45 per cent 
of the total urinary protein”. 

The increased permeability of the glo- 
merular basement membrane permits mas- 
sive proteinuria, most of which is albumin. 
However, as_ reported above and _ else- 
where’, considerable loss of globulin, par- 
ticularly the alpha fraction, may occur. The 
hypoalbuminemia is chiefly due to urinary 
losses, since synthesis of protein is normal 
or increased. An increase in the catabolism 
of plasma albumin, however, is an additional 
cause of hypoalbuminemia"”. 

The elevated serum lipids (cholesterol, 
triglycerides, and phospholipids) are mostly 
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bound to protein, and appear as low-density 
beta-lipo proteins'’”’. The hyperlipemia may 
be initiated by the fall in albumin, since it 
is suggested that albumin acts as a trans- 
port mechanism for egress of cholesterol 
from the plasma to the bile. The triglyceride 
group of lipids rises first, followed by a rise 
in phospholipid and cholesterol’. Persist- 
ence of a high cholesterol value with normal 
albumin makes it difficult to accept this sug- 
gestion unless the transport defect may be- 
come irreversible. Further contradictory 
evidence is noted in one form of experi- 
mental nephrosis in which the hyperlipemia 
precedes the hypoproteinemia“”’. 

The mechanism of edema formation in 
nephrosis is also complex. Loss of albumin 
causes a decrease in blood volume, which 
stimulates the hypothalamic receptors to se- 
crete antidiuretic hormone, resulting in 
water retention’. Increased secretion of 
aldosterone also occurs and causes tubular 
reabsorption of sodium, with further reten- 
tion of water’. Other mechanisms contrib- 
uting to edema beside low albumin must be 
considered in those rare cases of nephrosis 
associated with edema but with normal plas- 
ma proteins. Just as puzzling are the cases 
associated with hypoalbuminemia but no 
edema" °), 

Although it appears likely that the pri- 
mary process is in the kidney, it is difficult 
to account for some of the extrarenal meta- 
bolic dysfunction noted in nephrosis on this 
basis alone. A more widespread lesion oc- 
curring either as a primary immunologic re- 
sponse or secondary to a substance formed 
by such a response in an organ or a system 
may cause, for example, capillary damage 
and abnormal permeability to plasma pro- 
tein. A similar suggestion has been used to 
explain either the selective or the general- 
ized nature of acute glomerulonephritis’’. 


Management 


Until recently little help could be offered 
the child with nephrosis except attempts to 
alleviate his edema. As a result, a number 
of measures ranging from watermelon ex- 
tracts to malarial infection were tried. 
Transient effects may result from intraven- 
ous administration of hyperoncotic plasma 
substitutes such as human serum albumin, 
hypertonic dextran and polyvinylpyrrolidone 
(P.V.P.). Diuretics [for example, xanthines, 
mercurials, urea, azetazolamide (Diamox) 
and chlorothiazide (Diuril)] are generally 
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ineffective, and in some instances probably 
contraindicated. 

Low-sodium, low-protein, high-protein, 
and low-fat, low-salt, low-protein (rice) 
diets have been advocated, but no one spe- 
cific diet has proven universally beneficial 
for nephrosis. In some instances these diets 
may even be detrimental if not used with 
discretion. 

It is unfortunate that our current therapy 
is still partly based on assumptions, over- 
simplifications, opinions, and clinical 
hunches. However, the following is the sim- 
plified and tenuous schema of some factors 
involved in nephrosis upon which our man- 
agement is based: 

An immunologic response increases the 
permeability of the glomerular capilleries, 
causing hypoproteinemia (primarily hypo- 
albuminemia) which results in hypovolemia. 
Physiologic compensation follows and salt 
and water are retained via the actions of 
antidiuretic hormone and aldosterone, re- 
spectively. If marked proteinuria continues, 
especially if a high proportion is globulin, 
the basement membrane of the glomerular 
capillaries suffers further injury which may 
become irreversible. Both viral and bacte- 
rial infections may impede the progress of a 
natural or induced remission, or provoke an 
exacerbation. 

The primary aid of therapy is to block or 
reverse the reaction causing the increased 
capillary permeability. Corticoids appear to 
suppress this reaction, and early in the 
course of nephrosis induce a complete re- 
mission in the majority of cases. Antibiotics 
control most, and prevent some, of the com- 
mon bacterial diseases. The viral diseases 
are best prevented by eliminating unneces- 
sary exposure to groups of people, especially 
when epidemics are present. 

As soon as the diagnosis is confirmed the 
following program is started: 

1. Treatment of any existing infection or 
the prophylactic use of antibiotics 
while corticoids are being adminis- 
tered. 

Thirty-six to forty-eight milligrams of 
either triamcinolone (Aristocort), or 
6 methyl-delta-l-hydrocortisone (Me- 
drol) given in equally divided doses 
every six hours orally. 

Potassium chloride, 1 to 3 Gm. given 
orally per day, although the higher 
dose is unnecessary with the newer 
corticoids. 
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4. A balanced diet without added salt or 
highly salted foods. A decrease in pro- 
tein intake may be advisable during 
and period when nitrogen retention 
is noted". 


A modified rest program unless mas- 
sive edema is causing considerable dis- 
tress. 


Abdominal paracentesis or thoracen- 
tesis if severe respiratory difficulty or 


infection is suspected. 


Continuation of this program until 
complete chemical and clinical remis- 
sion occurs. If at the end of four weeks 
no remission has occurred, taper off 
corticoids in about one week and ob- 
serve for two or three weeks. If spon- 
taneous remission does not occur, re- 
peat original course. 

Institution of an intermittent program 
the week following initial remission 
and complete tapering of daily corti- 
coids. Dosage for continuing suppres- 
sion ranges from 12 to 48 mg. of Me- 
drol or Aristocort daily, and is given 
orally in three divided doses on three 
successive days of each week. This 
program is continued for about nine 
months, following which the tapering- 
off precedure is begun by decreasing 
the total daily dose by 4 mg. each 
week. Prophylaxis with penicillin or 
sulfa is continued for about one year 
after proteinuria is last recorded. Rou- 
tine immunizing procedures are de- 
layed for an additional year. Acute 
infections are treated with the appro- 
priate antibiotic and the corticoids are 
cut by about one-third to two-thirds 
of the total dose during the active in- 
fection period. 

If signs of relapse appear during the pro- 
longed period of corticoid treatment, the 
drug is given daily until suppression occurs. 
Following this, the regular consecutive three 
day per week program is reinstated. If a 
relapse occurs months after completion of 
the one year’s corticoid treatment, the same 
schedule is repeated except that the corti- 
coid is given for a shorter period (three to 
six months) after suppression is established. 
If the child fails to respond to corticoids and 
progression of renal damage is apparent, it 
may be advisable to try a combination of 
corticoids and mechlorethamine (nitrogen 
mustard)‘. 
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Although a review of our patients man- 
aged under this program will be published 
at a later date, one interesting observation 
is appropriate to this discussion.* In the 
corticoid induced remission, it is difficult to 
know whether a complete remission or sim- 
ply suppression of activity exists. The sedi- 
mentation rate is a useful indicator of activ- 
ity, and is frequently an aid in determining 
the duration and intensity of corticoid ther- 
apy’. Unfortunately, its alteration with 
commonly occurring acute infections occa- 
sionally interferes with the reliability at a 
time when such an indicator is sorely needed. 
For this reason we are making simultane- 
ous determinations of the Weltmann serum 
coagulation band (C.B.)‘*. Nephrosis is one 
of the rare conditions associated with a 
C.B. of 0 (the normal being 6). In the pres- 
ence of acute upper respiratory and strep- 
tococcal diseases, the C.B. usually is 4-5 and 
3-4 respectively. Thus far our experience 
suggests that the Weltmann reaction is more 
reliable than the sedimentation rate in those 
uneasy moments when a nephrotic patient 
in remission or in a period of corticoid sup- 
pression suffers an acute infection, during 
which an elevation of the sedimentation 
rate and a transient appearance of slight 
proteinuria occurs. 

A further value of the Weltmann reaction 
is illustrated in the following two cases. The 
first patient was a child admitted with 
edema, hypertension, proteinuria, and gross 
hematuria, with red blood cell casts. The 
marked edema and proteinuria led us to’ sus- 
pect nephrosis. Her blood chemistry values 
and a Weltmann reaction of 0 confirmed the 
diagnosis of nephrosis. The second was a 
child with apparent acute glomerulonephri- 
tis whose blood chemistry values were con- 
sistent with nephrosis. His Weltmann reac- 
tion was 4. His blood chemistry levels re- 
turned to normal in three weeks and the 
nephritis has been completely resolved. 

Twenty of our most recent patients are 
being treated with either Medrol or Aristo- 
cort?. Other than the appearance of some 
moon facies and changes in temperament 
(somewhat irritable either while on or off 
the drug in the consecutive three day per 
‘week program), no complications have re- 
quired the discontinuance of either drug. 
~~ *Part of this study was supported by a grant from the North 
Carolina Chapter of the National Nephrosis Foundation, Ine. 

tMelrol suppliei by the Upjohn Company. Aristocort sup- 


plied by Lederle Laboratories, Division of the American Cy- 
anamicd Company. 
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Two of our patients continue to show in- 
termittent proteinuria several months after 
corticoid withdrawal, although no other 
signs of nephrosis are apparent. Further 
testing revealed both to have orthostatic pro- 
teinuria. Whether this condition antedated 
the nephrosis or is similar to the transient 
post-nephritic orthostatic proteinuria’, or 
is a residual effect of nephrosis is not an- 
swerable at this time. 

Pooled figures reveal that four years after 
the onset of nephrosis, 60 per cent of the 
patients treated in the immediate precorti- 
coid period were alive, whereas slightly more 
than 75 per cent of those treated with corti- 
coids were alive’. This difference points 
out that at least the nephrotie patient has a 
higher immediate survival rate. Further ob- 
servations are also encouraging: 

1. Chemical remission is induced with 
successful corticoid treatment as men- 
tioned earlier (recently reviewed)‘. 

2. Serial studies of renal biopsies with a 
light microscope reveal a histologic im- 
provement with corticoids”’. 

Similar studies with electron micro- 
scopy demonstrate the histologic dis- 
turbance returns to normal’. 

In addition, current therapy decreases the 

need for prolonged hospitalization formerly 
required for episodes of massive anasarca, 


‘which was so distressing for both child and 


family. As long periods of bed rest at home 
are no longer routinely necessary, the psy- 
chologic gains for all concerned.are immeas- 
urable. The majority of these children are 
of pre-school .age, and restricting large 
group. contacts is not Most school 
authorities make some provision for teach- 
ing home-bound children, thus enabling them 
to keep up with their classes: -If the family 
lives in a city or apartment and cannot con- 
veniently move -to. a less densely. populated 
area, a Visiting nurse canbe of considerable 
help in educating the neighbors to the need 
of preventing needless contacts of the ne- 
phrotic with carriers of infection. 

In conclusion, oné aspect of overall man- 
agement should be emphasized. It appears 
that the earlier current treatment is started, 
the better the immediate prognosis. Thus, 
one wonders if, in spite of the low incidence 
of nephrosis, routine testing of urine is not 
advisable two or three times each year for 
all children aged 1-6 years. Such a routine 
is even more important in a family with one 
nephrotic patient already under treatment. 
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Adequate explanation to the family should 
precede such a procedure in order to prevent 
any undue concern. 
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Remarks by Governor Luther H. Hodges 


At the North Carolina Governor’s Conference on Aging 


Hotel Sir Walter, Raleigh 
Wednesday, July 27, 1960—8:00 p.m. 


Mr. Chairman and fellow citizens: 

Welcome to this Conference. I commend 
each of you for the interest in your commun- 
ities and in your state which you demon- 
strate by your presence here tonight. You 
are giving your time and your energy be- 
cause of your interest in the special problems 
and needs of our older citizens. 

May I emphasize at the outset that I do 
not assume or believe that the older persons 
in our state present unusual and special 
public problems to the extent that we should 
isolate this particular group from all other 
citizens, and set them apart from the main 
stream of our citizenship. 

Our governments have certain responsi- 
bilities that apply to all citizens, without re- 
gard to age classifications. We do know and 
recognize that some problems are peculiar 
to particular age groups. Thus, on one oc- 
casion, we will need to give particular atten- 
tion to the public problems regarding the 
health of all citizens, or regarding the mat- 
ter of heart disease, or the prevention of 
tuberculosis. At another time we will need 
to have conferences to give particular em- 
phasis to the problem of highway safety— 
which certainly affects citizens of all age 
groups. At still another time, we find it de- 
sirable and necessary to have conferences on 
such subjects as education, which have tre- 
mendous impact on the well-being and pro- 
gress of all citizens. 

I have said all of this in order to attempt 
to place this particular conference in proper 
context. I am sure our older citizens would 
like to have me do this. I think it is impor- 
tant that all of us avoid the erroneous im- 
plication that the older citizens of North 
Carolina present today overwhelming public 
problems which weigh heavily on the shoul- 
ders of all other citizens. At the same time, 
we know that with the increasing longevity 

, of people in this country we do have an in- 
creasing number of citizens who reach the 
age of sixty-five and over. It is estimated at 
the present time that there are about 310,000 
North Carolinians in the age group of sixty- 
five and over. While the total population of 


our State has doubled in the last half cen- 
tury, the number of older people in this par- 
ticular age group has increased four times 
during the same period. 

This of course means that the elder citizen 
group comprises a much higher proportion 
of our total state population than it has in 
previous years, amounting in 1960 to ap- 
proximately 6.7 per cent of the total popu- 
lation in the age group of sixty-five years 
and older. 

The increase in the numbers in the older 
population group has been particularly rapid 
during the past decade, and during the past 
ten years the increase in this particular age 
bracket has been 37.5 per cent, compared 
with a total state population increase of ap- 
proximately 11 per cent. 

This State Conference is of course a pre- 
lude to a National Conference which is 
scheduled to be held in Washington, D. C., 
in January 1961. The Conference here this 
evening has been organized and planned by 
a group of fifteen persons whose profession- 
al activities include special knowledge of 
services to the older group of our population. 
These fifteen persons are members of the 
North Carolina Governor’s Coordinating 
Committee on Aging which I appointed in 
the fall of 1956 and to whom I wish to ex- 
press at this time my personal appreciation 
for the service they have rendered the State 
as members of this Committee. 

At the time I appointed this special] Com- 
mittee in 1956 I asked them to accept the 
responsibility of (1) reviewing current ac- 
tivities within North Carolina to meet any 
special needs or problems of the increasing 
number of older citizens; (2) to evaluate 
growing special needs and to suggest meas- 
ures by which these special needs or prob- 
lems might be met; (3) to report from time 
to time on matters in this particular area; 

Some time ago the United States Congress 
enacted legislation calling for the 1961 White 
House Conference on Aging. This Confer- 
ence here tonight is a_ part of the activity 
and planning taking place in all states and 
we hope that this particular Conference will 
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serve at least two major purposes: (1) to 
help us in North Carolina better understand 
the problem of this area and to help us de- 
termine the best course of action we can pur- 
sue within our own State during the coming 
months and years; and (2) to develop find- 
ings and recommendations which can be 
passed on to the National Conference there- 
by made available to the Nation as a whole. 


I am sure each of you will agree with me 
that you have in this Conference a very con- 
siderable task in really coming to grips on 
these matters and really achieving the de- 
sired purposes of this Conference. I know 
that you share with me the hope and the 
confidence that this Conference will not be 
just another meeting at which many persons 
come together for pleasant but rather gen- 
eral discussions, and at the conclusion of the 
meeting disperse to their respective homes 
and occupations without much information 
or inspiration. 

I am informed that tomorrow those at- 
tending this Conference will divide into eight 
groups and each group will give particular 
study to a different but important area of 
interest relating to the over-all subject of 
the aged. I would like to comment just brief- 
ly about these particular topics which you 
will be discussing in detail on tomorrow. 


Research and Population 


One of your groups will give attention to 
the topic of research and population. I know 
that you will be pleased to learn that there 
are important research activities going on 
at the present time at North Carolina State 
College with particular emphasis on our 
rural population. And the Duke University 
Center on Aging is making good progress in 
the promotion of research, the training of 
investigators and the development of scien- 
tific knowledge in the field of aging. Un- 
doubtedly there are more examples of such 
activity in our State and I hope these will 
be brought out in your discussions tomor- 
row. Most of us in North Carolina need no 
selling as to the importance of research, 
whatever the subject matter under consider- 
ation. We are research-minded; we are re- 
search-enthusiasts; and we are research- 
committed. Also, we do not permit ourselves 
to be restricted to orthodox research activity 
in graduate schools of educational] institu- 
tions. We don’t hesitate to stride forward 
and make a bold venture into a completely 
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new arena of research activity. I have refer- 
ence to the Research Triangle, of which I am 
sure all of you have heard, and which repre- 
sents in its opportunity for the promotion of 
industrial research a beneficial partnership 
between the industrial laboratory on the one 
hand and the academic laboratory on the 
other. 


Another one of your special topics tomor- 
row will be entitled Income Maintenance and 
Employment. In what is perhaps less sophis- 
ticated language, this topic deals with the 
personal incomes of our older citizens or 
whether they have sufficient income to get 
along. As you well know, much of my in- 
terest and energy have been tied up with the 
income improvement of all North Carolina 
citizens. 


Increasingly, in recent years, our State 
employment offices have given more atten- 
tion and made more effort to educate people 
and particularly employers on the potential 
advantages in reducing hiring restrictions 
which are based on age. The first step in this 
process was to give some education attention 
first to the personnel of the 54 local Employ- 
ment Security offices. An employment coun- 
sellor has had the advantage of some special- 
ized training. 


According to statistics which I saw a few 
days ago, during the past two years our 
State Employment offices have had 52,000 
new applicants over 45 years of age who 
have filed applications for employment. Of 
this 52,000 persons over 45 years of age, 
more than 38,000 have been placed in gain- 
ful employment. Many of these were in addi- 
tion to being older citizens physically handi- 
capped in some way. If you make a quick 
calculation, you would ascertain that of the 
total number of applicants processed by the 
State Employment offices during the past 
two years, in the age group 45 or older, some 
16,000 applications still remain in the active 
files, and so far as the statistics indicate, this 
is a problem group of citizens who have ex- 
pressed a desire to secure employment but 
who apparently have not done so. Of course, 
we can assume that many in this group of 
16,000 did in fact secure employment or had 
some change in their situation which would 
remove them from the active application list 
but who did not report this change in their 
status to the Employment offices. Many older 
citizens have a problem of getting jobs be- 
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cause of the employment “age policies” of 
various firms and agencies. 


Another aspect of the topic relating to in- 
come has to do with the matter of retire- 
ment pay. The Social Security program is 
the most important and most effective sys- 
tem of retirement reaching the mass of our 
citizens. During recent years Social Security 
benefits have been improved, the retirement 
systems of our state government and in 
many instances the systems of local govern- 
mental] units have been coordinated with So- 
cial Security, a development which has been 
of particular benefit to older citizens whose 
retirement was imminent. During recent 
years retirement benefits under our State 
system have been improved substantially. 
Teachers or State employees retiring now 
are receiving more than twice (and some- 
times three times) as much as they would 
have received prior to 1955. 


A third aspect of this income topic deals 
with that fairly large number of elderly cit- 
izens who are not employed and who are not 
physically capable of engaging in productive 
employment. Neither are many of the per- 
sons in this group participating in any re- 
tirement system, Social Security or other- 
wise. Or if persons in this group do have re- 
tirement type income, it generally consists 
of minimum Social Security payments which 
are inadequate to meet minimum day-to-day 
living needs. For these older citizens who 
are not employed, and who have inadequate 
income from retirement or other sources, 
they must rely on payments from public 
funds under the welfare program. I am 
hopeful that the welfare payments of the 
State in the future will be increased as the 
income of the State increases. 

Perhaps by some time in the decades 
ahead we will have reached the point where 
practically 100 per cent of all citizens who 
have reached the age of 65 and older will 
have participated in far more complete and 
effective retirement systems during the years 
of their gainful employment so that when 
they get to the age of retirement, their re- 
tirement compensation will be at compara- 
tive levels far above that which is now gen- 
erally available, whether under Social Se- 
curity or other retirement systems, and per- 
haps the time will come when the number of 
older citizens requiring direct welfare assist- 
ance will be much less percentage-wise than 
what we have in this day and time. 
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Still another topic which some of you will 
consider tomorrow will be the subject of 
health and medical care for the aged. I will 
not attempt at this time to go into detail as 
to what is done presently under govern- 
mental programs or as to what is currently 
under consideration and what we may fore- 
see perhaps in the near future. Much is be- 
ing done today that was not being done 
twenty years ago. There are some obvious 
needs today which demand organized action 
which can only come through the agencies of 
our government. Exactly what programs 
should be adopted for the future is a matter 
involving some considerable differences of 
opinion and will be discussed in the coming 
political campaign. Whichever way these 
specific questions are resolved, I am confi- 
dent that within the next few years our Na- 
tion as a whole will in fact make great pro- 
gress in providing better and more adequate 
health and medical care for the older citizens 
of the Nation, as the problem is becoming 
more acute every year. 


In the meanwhile, with regard to medical 
aid and other kinds of aid and needs, is it too 
much to hope for to feel that children and 
close relatives of our older citizens will show 
more interest and become more helpful per- 
sonally than many are now doing? Imper- © 
sonality and institutionalizing leave much to 
be desired in appraising the future of our 
older citizens who find themselves in need. 


Other items which will be considered at 
the topic of social services which are avail- 
able to our older citizens, including special 
activities by family service agencies, Red 
Cross chapters, mental hygiene clinics, as 
well as local departments of public welfare; 
and the topic of housing and living arrange- 
ments which cannot, I think, be isolated and 
dealt with in a vacuum apart from the other 
specific subjects I have mentioned. Then, 
there is the topic of education. It is especial- 
ly good that there is a growing emphasis on 
encouraging older citizens to participate in 
organized adult education activities. We 
really never get too old to learn and the 
older citizens, no less than young citizens, 
have a richer and more meaningful life if 
their minds are occupied and stimulated by 
individual educational endeavors. An impor- 
tant facility in organized educational activ- 
ities for older citizens are the libraries of 
the State, which will also be a separate topic 
for your discussion. 
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Recreation, family and community rela- 
tionships, religion, and personnel round out 
the list of specialized topics for your dis- 
cussion. 

I would like to close my remarks on sub- 
stantially the same theme with which I be- 
gan, and that is we should not make the 
mistake of proceeding on the assumption 
that the older citizens in our population are 
somehow a physically separate group which 
stands apart, which stands even outside the 
main stream of society. As a matter of fact, 
our older citizens are composed of parents 
and grandparents who live in our homes and 
who work in our communities, citizens 
whom we see at church on Sundays, as well 
as citizens who may be restricted to their 
homes by ill health. This group also of 
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course includes those who are in institutions 
or nursing homes. Certainly, for the most 
part, the group of older citizens in North 
Carolina are an integral and inseparable 
part of our total citizenship group. I think 
then that to the extent that we develop ef- 
fective ways and means to enable older citi- 
zens meet their own problems, whether 
financia] or otherwise, and to do this in a 
way which maintains them as integral parts 
of our community, maintaining the thread 
of family relationships and community re- 
lationships, then we shall be more successful 
in our efforts on behalf of the older citizens. 


This Conference has a great opportunity 
to make a significant contribution in the 
public interest, and I wish you every success. 


I am pleased to have an opportunity to 
share ideas with the participants in this 
conference. I know that the citizens of 
North Carolina are sincerely interested in 
the problems of elderly people, and are de- 
termined to do their part to help solve these 
problems. When I talk to representatives of 
national organizations and officials of the 
federal government, I am proud to tell them 
that I come from North Carolina, because 
these informed lay and professional people 
are aware of the progress our state has 
made in the field of aging. Under the able 
leadership of many of the persons gathered 
here today, North Carolina will continue to 
be in the forefront of states seeking to solve 
the many health and social problems that 
confront our elderly citizens. 


The Meaning of Health 


According to the constitution of the World 
Health Organization (WHO), drafted in 
1946, “Health is a state of complete physical, 
mental, and social well being and not merely 
the absence of disease or infirmity.” This 
definition represents an ideal, a state of per- 
fect health. If it were rigidly applied as a 
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measuring device, there is probably no liv- 
ing person who would qualify for any rea- 
sonable length of time as being healthy. 
This definition recognizes that health is a 
composite state, involving the mind and the 
emotions, as well as the body. ; 

If we could eliminate all disease from a 
group of people 60 years of age or older, 
would they really be healthy? Probably not, 
according to this definition. Even in the ab- 
sence of disease, they would have many so- 
cial problems which would, in turn, produce 
mental conflicts. In addition, they would be 
affected by the biologic problem of primary 
aging. Most people doing medical research 
in the field of aging distinguish between 
primary and secondary aging. Secondary 
aging refers to the loss of function which 
results from a disease process, while pri- 
mary aging is a process in itself—a process 
of change resulting solely from the passage 
of time. In the human organism, unfortu- 
nately, the changes wrought by time are 
often associated with declines in function: 
alterations of perception, reduction in speed, 
diminution in strength, and so forth. 

In WHO’s definition of health, the idea 
of adjustment is contained in the words “‘so- 
cial well being.’”’ When health is conceived 
as such a complex state, it is obvious that 
physicians are not capable of carrying out 
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all the functions necessary to make people 
healthy. Physicians are trained to be inter- 
ested primarily in the person as a biologic 
unit. The physician who recognizes that the 
mind and body are inseparable parts of this 
total biologic unit, and that the environ- 
ment in which this unit functions determines 
many of its reactions, will necessarily be in- 
terested in society—that is, in the effect of 
the environment upon the health of the indi- 
vidual. Medical research can help to identify 
the types of social stresses that are apt to 
disrupt the functioning of the individual, 
and the physician can recommend altera- 
tions in social patterns which will reduce 
such stresses; but in our democratic system 
society must provide the means and methods 
of making the environment favorable. 

Sometimes groups within our society take 
it upon themselves to alter the social envi- 
ronment without a reasonable basis for such 
action. There are some, for instance, who 
believe that a society in which things are 
“easy” is conducive to health—that is, that 
an individual’s health and happiness are in 
inverse proportion to the amount of effort 
required for him to live. According to their 
theory, an easy life is less stressful. Unfor- 
tunately (or perhaps fortunately), this the- 
ory does not hold true. The biologic unit 
has certain energies that must be expended. 
When the expenditure of such energies is 
prevented, they are stored up and produce a 
powerful force which, if not properly re- 
leased, can be very destructive to the body 
and to the mind. In my opinion, all people 
have a need or a drive to maintain self- 
esteem by contributing to the lives of others 
as well as to their own. If life is oversimpli- 
fied, the opportunity to utilize energy in 
maintaining self-esteem may be restricted. 
A society which says to its citizens, “Take 
it easy; don’t work. We will take care of all 
your needs,” can destroy the only outlet that 
many people have for their energies, and 
thus lead to their illness and death. Medical 
science knows that people can die when they 
feel they have no purpose for living and no 
goal in life. 


Factors Influencing the Life Span 

Longevity is determined by a number of 
factors. Attempts have been made to dem- 
onstrate that the life span of mammals is 
related to body size: the larger the animal, 
the longer the life span. This theory breaks 
down when one considers the relatively short 
life span of cows, horses, and even elephants 
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(90 to 100 years) as compared to that of 
man. On the assumption that aging begins 
with maturity, it has been postulated that 
the theoretical life span of a species can be 
calculated by determining the age at puberty 
and multiplying this figure by a constant 
(13). This hypothesis works out reasonably 
well for calculating the life expectancy of a 
mouse or a rat; but if man’s adolescence is 
assumed to begin between 13 and 16 years 
of age, the expected life span of human be- 
ings would be 169 to 208 years. On the basis 
of this theory, many people have speculated 
that man’s life span can be and should be 
greatly prolonged. 

Other calculations of life expectancy are 
based on the ratio of brain weight to body 
weight, the length of gestation, the meta- 
bolic rate, and the pulse rate. Rough corre- 
lations exist for each of these variables, and 
provide interesting bases for speculations. 

From recent experiments, it appears 
doubtful that a fixed life span exists for 
any particular animal. Immature rats kept 
on a diet adequate in the essential elements 
and vitamins, but deficient in calories, are 
delayed in growth and maturation. The av- 
erage life span of these rats is considerably 
greater than that of rats given a diet suf- 
ficient to enhance growth and the onset of 
puberty. 

While it is obvious that genetic factors in- 
fluence longevity, much more information is 
required before their influence is completely 
understood. An example of some of the puz- 
zling facts that have been uncovered is the 
finding that the life span of succeeding gen- 
erations of rodifers, a small aquatic animal 
made up of approximately one hundred cells, 
can be greatly increased by selecting eggs 
from young mothers to propagate each gen- 
eration. When eggs from old mothers are 
used, the life span declines sharply. In this 
experiment, at least, parental age is an im- 
portant determinant of the life span. When 
eggs from the mother with a shortened life 
span are utilized while she is still young, 
the offspring will have normal longevity. 
This finding is taken as evidence that the 
shortened life span is not caused by a gene 
mutation. Apparently a hereditary but non- 
genic factor is responsible. 

The influence of genetics on the human 
life span is difficult to evaluate. It does ap- 
pear, however, that reasonable predictions 
of an individual’s life expectancy can be 
made by utilizing a factor referred to as the 


ist 


506 NORTH CAROLINA MEDICAL JOURNAL 


“total immediate ancestral longevity’”—that 
is, the sum of the life span of his two par- 
ents and four grandparents. It should be 
made clear that at present we know of no 
gene responsible for extension of the life 
span, but do know that genes which in- 
crease susceptibility to malfunctioning and 
disease may shorten the life span. 

Our present knowledge of the factors in- 
fluencing longevity may be summed up as 
follows: 

1. Life span appears to be related to rate 
of growth; accelerated growth is fol- 
lowed by accelerated aging. 

2. It can be correlated to a reasonable 
extent with the ratio of body weight 
to brain weight, and with metabolism, 
heart rate, duration of gestation, and 
other physiologic factors. 

3. It is influenced by the age of the moth- 
er and the life span of ancestors. While 
the hereditary determinant is largely 
nongenic, life-shortening genes may 
be passed on through successive gen- 

erations. 


The Aim of Medical Research in the Field 
of Aging 


With advancing years, all of us become 
more subject to multiple ailments that inter- 
fere with interpersonal relationships, de- 
crease employability, and necessitate pro- 
longed periods of bed rest or hospitalization. 
Scientific advances have made it possible for 
a high percentage of our population to reach 
old age. This is surely a worth-while achieve- 
ment, but it is now the responsibility of 
science and of society to improve the health 
status of our old people, so that they can 
contribute to society instead of becoming an 
excessive burden which seriously disrupts 
our way of life. 

Public Health Monograph No. 30, pub- 
lished in 1955 by the United States Depart- 
ment of Health, Education, and Welfare, in- 
dicates a clear correlation between age and 
the frequency of different types of illnesses. 
Above the age of 45 years, three diseases— 
mental illness, heart disease, and arthritis 
—were, in that order, responsible for most 
of the disability measured in terms of days 
lost from work. After the age of 65, heart 
disease and arthritis were the leading causes 
of disability. In terms of days in bed, dis- 
eases of the heart led the list of disabling 
illnesses, being followed by nephritis, ma- 
lignant neoplasm, and cerebral hemorrhage, 
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embolism, and thrombosis. The two major 
causes for prolonged hospitalization were 
(1) diseases of the heart and (2) mental 
and neurologic diseases. 

The incidence of various chronic diseases 
differs in the two sexes. Hospital admis- 
sions because of cerebral arteriosclerosis, 
for example, are more frequent among men, 
while senile dementia is a more frequent di- 
agnosis in women for whom hospitalization 
is required. On the other hand, the four 
major causes of death are the same for both 
men and women past 65: (1) diseases of 
the heart, (2) cerebral hemorrhage, embol- 
ism, and thrombosis, (3) all malignant neo- 
plasms, and (4) hypertension and arteri- 
osclerosis. 

In an effort to minimize or prevent 
changes associated with aging, and to elim- 
inate diseases which reduce a person’s pow- 
er to think, feel, perceive, and respond, med- 
ical research is being directed less toward 
merely prolonging life and more toward in- 
creasing and maintaining the functioning 
efficiency of the mind and body. If this aim 
can be accomplished, more and more elderly 
people will be able to meet their own needs 
and to fulfill a meaningful role in society. 

One of the first steps necessary in this 
program of research is to separate disease 
processes from the aging process per se. 
Atherosclerosis, for example—a condition 
that until recently was attributed to the 
aging process—is now known to be a meta- 
bolic disorder not necessarily related to ag- 
ing, but affected by hereditary determinants 
and a host of other influences. _ 


Medical Problems Created by Our 
Aging Population 

Since the turn of the century the average 
life span in our country has been greatly 
increased. The remarkable decline in the 
death rate of infants during the past 59 
years accounts for the fact that while the 
population of the United States has doubled, 
the number of persons over the age of 65 
has quadrupled. There are between 15 and 
16 million people in the United States above 
65 years of age. By 1970 this number will 
be increased to approximately 20 million. 


Increasing incidence of chronic diseases 
Unfortunately, this remarkable increase 
in life expectancy has been accompanied by 
an increase in the number of individuals 
disabled by chronic disease or confined to a 
bed or an institution. More than one mil- 
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For as a plant turns leaf and bloom away 
from the dark and toward the sunlight, 
80 will a wise man grow in the direction 
of enlightenment. 


We live in a changing world—changing, 
perhaps, more rapidly now than at any 
other time in its history. Blue Shield 
must keep pace with changing concepts 
in health care if it is to continue to per- 
form its mission effectively. In this con- 
nection, a well-known doctor recently 
d: “If a doctor does not like what Blue 
Shield is doing, it behooves him to join 
up and make an effort to change the 
policy that governs the Plan in his com- 
munity. Those who constantly complain 
- @nd make no effort to improve . 
deserve no consideration whatsoever.” 


BLUE SHIELD. 


‘HOSPITAL SAVING ASSOCIATION: 
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clinically proven 


TRIDIMEXETHYL, 
1ODIDET METHANTHELINE 
MEPROBAMATE BROMIDE 


ATROPINE SULFATE 


62 PATIENTS 103 PATIENTS” 


PATHIBAMATE combines two highly effective and Two available dosage strengths permit adjusting therapy 
well-tolerated therapeutic agents: to the G.I. disorder and degree of associated tension. 


Where a minimal meprobamate effect is preferred... 


and 
PATHIBAMATE-200 Tablets: 200 mg, of meprobamate; 
PATHILON tridihexethy! chloride—antichol- or 


inergic noted for its effect on motility and Where a full meprobamate effect is preferred ... 
gastrointestinal secretion vith few unwanted PATHIBAMATE-400 Tablets: 400 mg. of meprobamate; 


side effects. 25 mg. of PATHILON 


Contraindications: glaucoma, pyloric obstruction, and _ Dosage: Average oral adult dose is 1 tablet 
obstruction of the urinary bladder neck. tid. at mealtime and 2 tablets at bedtime. 


meprobamate with PATHILON?® tridihexethy! chloride Lederle 


in retieving tension... Curbing hypermotiiity and excessive Secretion in G. disorder. 
86 PATIENTS 21 PATIENTS 31 PATIENTS 3 
ter: 
Ge. 
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proven 


The efficacy of PATHIBAMATE has been confirmed 
clinically in duodenal ulcer, gastric ulcer, intestinal 
colic, spastic and irritable colon, ileitis, esophageal 
spasm, anxiety neurosis with gastrointestinal symp- 
toms, and gastric hypermotility. 


TRIDIHEXETHYL 
lODIDET 


Pictured are the results obtained with the PATHILON 
(tridihexethy! iodide)—meprobamate combinationt ina 
double-blind study of 303 ulcer patients, extending over 
a period of 36 months.* They clearly demonstrate the 


efficacy of PATHIBAMATE in controlling the symptoms. 


METHANTHELINE 


BROMIDE ATROPINE SULFATE 


PLACEBO 


DRY MOUTH 5% 


72% 46% 5% 


STOMATITIS 0% 


28% 14% 0% 


VISUAL DISTURBANCES 0% 


50% 34% 1% 


URINARY RETENTION 0% 


1% 


DROWSINESS 0% 


COMPLICATIONS 
OR SURGERY 


HEMORRHAGE 


PERFORATION 


OPERATION 


RECURRENCES 


NONE 


FEWER AND MILDER 


SAME OR MORE 


AMA 


itwater, M.: Therapeutic Principles in 


“ ¢PATHILON Is now supplied tridihexethy! chioride instead of the iodide, an advantage permitting wider use, since the latter could 


distort the results of certain thyroid function 


CGerie) LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pear! River, New York 


control the tension — treat the trauma 


— 
| ‘Atwater, NEN Principles in Management of Peptic Ulcer, Am. J. Digest, Dis, 4:1055 (Dec.) 1959, , 
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Concerning Your Health and Your Income 


A special report to members of the Medical Society of 
the State of North Carolina 
on the progress of the Society’s 
Special Group Accident and Health Plan 
in effect since 1940 


PROUDLY WE REPORT | 959 
AS OUR MOST SUCCESSFUL YEAR IN SERVING YOUR SOCIETY. 


During the year we introduced a NEW and challenging form of disability protec- 
tion. There has been overwhelming response on the part of the membership. 


Participation in this Group Plan continues to grow at a fantastic rate. 


1960 


is our 20th year of service to the Society. It is our aim to continue to lead the field in pro- 
viding Society members with disability protection and claim services as modern as tomor- 
row. 


SPECIAL FEATURES ARE: 


1. Up toa possible 7 years for each sickness (no confinement required). 


2. Pays up to Lifetime for accident. 
3. New Maximum limit of $650.00 per month income while disabled. 


All new applicants, and those now insured, who are under age 55, and in good 
health, are eligible to apply for the new and extensive protection against sickness and ac- 
cident. 


OPTIONAL HOSPITAL COVERAGE: Members under age 60 in good health may apply for 
$20.00 daily hospital benefit — Premium $20.00 semi-annually. 


Write, or call us collect (Durham 2-5497) for assistance or information. 


BENEFITS AND RATES AVAILABLE UNDER NEW PLAN 


COST UNTIL AGE 35 COST FOR AGES 35 TO 70 


Accidental Death * Dismemberment 


Coverage Loss of Sight, Speech Accident and - Annual Semi-Annual Annual Semi-Annual 
or Hearing Sickness Benefits Premium Premium Premium Premium 

5,000 5,000 to 10,000 50.00 Weekly $ 78.00 $ 39.50 $104.00 $ 52.50 

5,000 7,500 to 15,000 75.00 Weekly 114.00 57.50 152.00 76.50 


5,000 10,000 to 20,000 100.00 Weekly 150.00 75.50 200.00 100.50 
5,000 12,500 to 25,000 125.00 Weekly 186.00 93.50 248.00 124.50 
5,000 15,000 to 30,000 150.00 Weekly 222.00 111.50 296.00 148.50 


*Amount payable depends upon the nature of the loss as set forth in the policy. 
Administered by 
J. L. CRUMPTON, State Mgr. 


Professional Group Disability Division 
Box 147, Durham, N. C. 


J. Slade Crumpton, Field Representative 
UNDERWRITTEN BY THE COMMERCIAL INSURANCE COMPANY OF NEWARK, N. J. 


Originator and pioneer in professional group disability plans. 
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lion elderly people are now confined to hos- 
pitals. Although the age group over 65 com- 
prises only 8 per cent of the population, it 
uses 18 per cent of the general hospital beds 
and 80 to 90 per cent of the nursing home 
beds. 

The National Health Survey made in 1957 
revealed a definite relation between age and 
the amount of time spent in bed or lost from 
work because of either acute or chronic dis- 
orders. A “restricted activity day” was de- 
fined as a day in which the customary activ- 
ities were restricted for the entire day be- 
cause of illness. A person was considered 
to have a day of “bed disability” if he spent 
all or most of the day in bed because of ill- 
ness or injury. A day spent in the hospital 
was counted as a day of bed disability, 
whether or not the individual was confined 
to bed. The survey revealed that the annual 
number of days of both restricted activity 
and bed disability increased progressively 
with age (table 1). 


Table 1 


Age Average Number of Days Lost Per Year 
Bed Disability 
4.6 


Group Restricted Activity 
25-44 14.2 


45-64 21.1 
65 plus 44.4 

According to the same National Health 
Survey, the incidence of acute, disabling 
conditions declines throughout life, while 
the number of chronic diseases steadily in- 
creases. Consequently, there is an increas- 
ing need for medical facilities to care for the 
chronically ill, long-term patient, who does 
not require the expensive diagnostic and 
therapeutic equipment nor the intensive 
nursing services and specialized knowledge 
found in the general hospital. It is extremely 
important that steps be taken to fill the gap 
between the home and the general hospital 
by providing facilities for convalescent or 
chronically ill patients. 


The Cost of Illness in Our Aging 
Population 


The cost of illness among our aging pop- 
ulation, both from the individual’s viewpoint 
and from society’s viewpoint, is nothing 
short of frightening. When I employ the 
word cost, I am not only referring to the 
financial cost, but am also thinking in terms 
of individual happiness and loss of social 
functions which in my opinion are equally 
crucial to the maintenance of our democratic 
way of life. 
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Report No. 20 of the United States De- 
partment of Health, Education, and Wel- 
fare, dealing with health costs of the aged, 
gives factual data that document the mag- 
nitude of the loss produced by illness in our 
aging population. In 1951 a nationwide sur- 
vey of beneficiaries of old-age and survivors 
insurance disclosed that 31 per cent of all 
the beneficiaries surveyed were confined to 
bed by illness at some time during the year 
covered by the survey. Forty per cent of 
these patients spent more than four weeks 
in bed, either at home or in a general hos- 
pital or some other type of institution. Three 
and a half per cent of all the beneficiaries 
covered by the survey were completely bed- 
ridden, and one in seven required consider- 
able assistance from others. 


In Rhode Island a study was made of el- 
derly citizens who were living outside of 
institutions. Forty-six per cent reported 
themselves as either being in poor health or 
having serious physical handicaps. 


Health Insurance and the Problem 
of Motivation 


In view of the high incidence of disease 
and disability in our elderly citizens, it is 
not surprising that the question of federal 
health insurance for the aged is one of the 
most vital social and political issues facing 
the United States today. In speeches and 
articles concerned with health insurance for 
elderly people, the words “comprehensive,” 
“adequate,” and “minimum” are used with- 
out clarification. The interpretations given 
such words may have considerable political 
value, but are not necessarily consistent with 
the actual medical-social situation. The two 
words comprehensive and adequate have a 
reassuring quality, but defining them is dif- 
ficult. An “adequate” program of health in- 
surance, for instance, can be interpreted to 
mean sufficient funds to cover the cost of all 
required medical care, or merely to help 
meet the cost of such care. An additional 
complication is the fact that medical costs 
are not consistent throughout the United 
States, and that the climate and living con- 
ditions frequently affect the decision for 
hospitalization, which increases the cost. 


“Adequate” can also be used to imply a 
standard of medical care. Lack of manpow- 
er, facilities, and funds makes it impossible 
to provide the very best medical care for all 
our citizens. Clearly, “adequate” medical 
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care means less than the very best—but how 
much less? 

The other word, comprehensive, recurs in 
all discussions regarding health insurance 
plans; but if we are to adopt the World 
Health Organization’s definition of health— 
“a state of complete physical, mental, and 
social well-being and not merely the absence 
of disease or infirmity’—where does a com- 
prehensive program of health insurance ter- 
minate? 

Because of these difficulties in defining 
words, some people have learned to speak 
with caution. For example, Senator Mc- 
Namara of the Senate Subcommittee on the 
Problems of the Aged and the Aging has 
said, “A program of comprehensive health 
insurance is required to meet the minimum 
health needs of the retired aged.”” The word 
minimum has a warning quality, but it is 
a more realistic word than comprehensive or 
adequate. Much effort has gone into at- 
tempts to define a minimum health program, 
but these attempts are frustrated by our 
lack of actual knowledge. Until we know 
what is really needed, it would be foolish 
and expensive to commit ourselves firmly to 
a rigid, long-term program of health insur- 
ance. 

I wish to emphasize one basic factor which 
must be considered in the treatment of any 
illness, and is of utmost importance in the 
care of patients with chronic diseases. This 
basic factor is motivation—the desire within 
the individual to overcome his pain, limita- 
tions, and disabilities, in order to return to 
or achieve a position of personal and social 
independence. 

Motivation is both a conscious and an un- 
conscious psychologic phenomenon. Para- 
doxically, motivation that is consciously ex- 
pressed can be in direct opposition to what 
is going on in the unconscious. Motivation 
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is affected by certain forces within the indi- 
vidual and in the environment—forces that 
are bound to physical and personal needs, as 
well as to gains and losses. These gains and 
losses are related not only to the physical 
status of the individual, but also to his en- 
vironmental and social circumstances—in- 
cluding, of course, his financial situation. 
In our society the striving for financial se- 
curity and the attitudes which it develops 
form a part of motivation, and as such can 
affect the duration of hospitalization, enthu- 
siasm for rehabilitation, length of convales- 
cence, and request for medical care. All too 
often the desire for financial security can 
interfere with the incentive to get well. 
When illness provides a secure, dependent 
relationship, it is very hard for some indi- 
viduals to work actively toward an inde- 
pendent existence. 

From a medical standpoint this social at- 
titude is unfortunate, but it must be faced. 
The experience of the Veterans Administra- 
tion has clearly demonstrated that free med- 
ical care and disability pensions seriously 
interfere with motivation and prevent many 
patients from achieving a state of maximal 
functioning. Apparently for political rea- 
sons, very little has been done to educate 
the public concerning this situation, or to 
alter the situation itself. 

Any plan to provide for the medical needs 
of the aged should take into consideration 
not only the most efficient methods of col- 
lecting and distributing funds, but also the 
importance of maintaining motivation. Fis- 
cal policies should be secondary to this con- 
sideration. A program that interferes with 
motivation will prevent the health profes- 
sions from achieving the goal we all wish 
to reach—better health for our elderly cit- 
izens. If we can achieve this goal, we will 
have a stronger nation. 


Experience in the management of these patients who have success- 
fully passed through an attack of cardiac infarction endorses the view 
that it should become a recognized procedure to direct the patient back 
to his work after he has rested for a month and convalesced for a sec- 
ond month. That no undue risks are incurred from the adoption of this 
practice has been proved by inquiry about the physical activities engaged 
in at the time of the initial attack or subsequent ones. In the great ma- 
jority of cases the illness set in either at rest or while undergoing ha- 
bitual easy exercise, and only exceptionally during unaccustomed heavy 
exertion.—Evans, W.: Faults in Diagnosis and Management of Cardiac 
Pain, Brit. M.J. 1:253 (Jan. 31) 1959. 
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Experiences in a Glaucoma Detection Clinic 


CHARLES W. TILLETT, M.D. 
CHARLOTTE 


The purpose of this presentation is to re- 
Yate the experiences of 10 ophthalmologists* 
in Charlotte in setting up a glaucoma detec- 
tion clinic. 

Glaucoma is the leading cause of irre- 
versible blindness in adults in this country. 
Surveys have shown approximately 2 out of 
every 100 individuals over the age of 39 
have the disease. 

In its early stages, when it is most sus- 
ceptible to treatment, the symptoms are 
few or non-existent. In its advanced stages, 
when the visual difficulties are all too. prom- 
inent, treatment can only halt the progress 
of the disease. No known method of therapy 
can restore vision or visual field lost as a 
result of the increased intra-ocular pres- 
sure and its consequent damage to the op- 
tic nerve. It is thus extremely important 
to detect the disease early. 

The starting point is in the physician’s 
office. The use of routine tonometry in all 
patients over the age of 35 has become 
standard practice with the majority of 
ophthalmologists. But some patients are 
slow to seek eye care and some are treated 
by non-medical refractionists. These pa- 
tients may acquire the disease undetected, 
reaching the ophthalmologist after the loss 
of vision has set in. 

A glaucoma detection clinic focuses pub- 
lic attention on this important disease and 
permits the screening of a large number 
of individuals. Adequate publicity is an im- 
portant factor in the success of such a clin- 
ic. The local medical society can help by 
such means as informative articles in the 
newspapers, small posters in drug stores, 
and spot announcements on radio and tele- 
vision. There is available from the Nation- 
al Society for the Prevention of Blindness 
an excellent 20-minute film on glaucoma, 
“Hold Back the Night’, which can be 
shown to civic groups. Emphasis is placed 
on individuals 40 years of age and older, 
and those with a family history of this con- 
dition. 


*Participating eye physicians were Drs. Reed Gaskin, 
Thomas D. Ghent, Walter Graham, M. J. Hough, Ruth Leon- 
ard, Marvin Lymberis, Henry Sloan, Jr., David Stratton, Jack 
Thurmond, and Charles Tillett. 


The physical location of such a clinic is 
of some importance. It is desirable to have 
at least two examining tables and reason- 
ably large waiting room facilities so that a 
large number of patients can be seen. 
Where a number of individual ophthalmol- 
ogists are practicing in a community, it is 
desirable to locate the clinic where it is not 
specifically identified with any individual or 
group. Charlotte eye physicians have been 
fortunate in having available the facilities 
of the emergency outpatient clinic at the 
Mercy Hospital. More recently the city- 
county health department building has been 
utilized. 


Personnel is another important factor in 
the success of such a clinic. Our medical aux- 
iliary has been of considerable help in the 
registration of patients, preparing small 
5 x 7 inch cards for each patient’s name, 
age, and address. The National Society for 
the Prevention of Blindness has chapters 
in a number of communities throughout 
the state, and their assistance has been in- 
valuable in operating our clinic and in 
follow-up services. The health department, 
which has been most cooperative, has pro- 
vided the services of two nurses at all 
times. The nurses helped the patients dur- 
ing the examination onto the examining 
table and down again and instilled ponto- 
caine eye drops, thus enabling us to see 
many more patients than otherwise would 
have been possible. 


The examination itself consisted of 
measuring the tension in each eye with a 
tonometer and in performing an ophthal- 
moscopic examination. Any patient with a 
tension of 24 mm. of mercury or higher was 
advised to see an ophthalmologist, as were 
patients in whom ophthalmoscopic examin- 
ation revealed abnormal cupping of the op- 
tic nerve even though the tension was 
normal. Other patients, found to have cat- 
aracts, macular disease, retinopathy, or 
other eye diseases, were likewise advised to 
see a specialist. 

The manner of scheduling a glaucoma 
detection clinic has varied in different parts 
of the country. In some communities the 
clinic has been held during one full day. In 
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others, various industrial plants have been 

screened. Our particular clinic was held for 

a full week, with hours from 9:00 A.M. to 

5:00 P.M. Monday through Friday. Each of 

the participating physicians contributed at 

least half a day, and many contributed 
additional time when the case load required 
it. With the help of the nurses and others 
it was possible for one examiner to see as 
many as 30 to 40 patients an hour at peak 
hours. On a few occasions when the case 
load was greater than could be handled, 
ophthalmoscopic examination was omitted 
and 60 or more patients per hour were seen 
per examiner. 

Results 

Clinics have been held in three successive 
years. Seven hundred patients were screened 
in the first year and 800 in the second. 
This number increased to 3,000 in 1959. 
The patients were predominantly in the 40 
or older age group. 

In the first two years 4 per cent of the 
patients had an elevated tension. Statistics 
on the most recent clinic (1959) indicate 
that 4.5 per cent of the patients (135 out of 
3,000) had an elevated tension. Although 
follow-up data are not complete, it is esti- 
mated that half of these patients proved to 
have glaucoma. Clinics of this type else- 
where in this country have had similar re- 
sults. 

Summary 

1. A week-long glaucoma detection clinic 
has been held three suecessive years 
by ten eye physicians in Charlotte. 

2. The total number of individuals 
screened increased from 700 in 1957 
to 3000 in 1959. These patients were 
predominantly over the age of 39. 

3. Approximately 4 per cent of patients 
tested showed an elevated intra-ocular 
tension. It is estimated that half of 
these, or 2 per cent of the total, proved 
to have glaucoma. 


SPECIAL REPORT 


ANALYSIS, REVIEW, AND 
EVALUATION OF CLINICAL PRACTICE 
IN THE HOSPITAL 


RESPONSIBILITY 

Only physicians are capable of judging 
what is or what is not good medical practice. 
Patients and hospital personnel may learn 
to recognize good practice, but only the phy- 
sician can accurately evaluate its quality. 
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The opinions of individual physicians vary 
and rightly so. For that reason, the Com- 
mission places heavy emphasis on group 
participation in evaluating clinica] practice. 
It is the responsibility of the entire Active 
Medical Staff to analyze, review, and eval- 
uate the clinical practice in the hospital and 
to insist on high standards of performance 
from each of its members. 

This responsibility is not easily dis- 
charged, It requires hours of work which 
the busy physician can ill afford to spend 
and which is usually done at the expense of 
his persona] pleasures. It requires an ob- 
jectivity which is perhaps even more diffi- 
cult to achieve. To judge the work of a col- 
league on a fair, unbiased, impartial level 
calls for the intelligence and wisdom of a 
Solomon. That this is so well done in thou- 
sands of hospitals can be attributed to the 
integrity, effort, and persistence of each 
member of the medica] staff. 


ESSENTIALS 

In order to evaluate clinical practice the fol- 

lowing are essential : 

1—Reliable Medical Records 
There must be evidence on the medical 
record that the diagnosis was made on 
the basis of information given by the pa- 
tient in the history, a careful physical 
examination, and a scientific interpreta- 
tion of the findings. There must be suf- 
ficient data recorded to justify the phy- 
sician’s treatment of the patient and the 
results. For the sake of both the group 
whose responsibility it is to review the 
record and the physician whose perform- 
ance is being evaluated, a good medical 
record is indispensable. 

2—Reliable Reports of Diagnostic Tests 
The physician must rely on the accuracy 
of reports on laboratory and diagnostic 
tests. The medical staff cannot supervise 
all these areas, but it has a responsibil- 
ity to make certain that there is super- 
vision. This is done by recommending the 
appointment of qualified individuals to 
head these departments and to designate 
those on the staff qualified to interpret 
electrocardiograms, x-rays, and other 
diagnostic tests. If laboratory work is 
done outside the hospital, it must be 
made certain that these laboratories are 
government approved, licensed, and un- 
der the direct supervision of a patholo- 
gist. 
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3—An Organized Medical Staff 
To insure a continual orderly process of 
evaluating clinical practice the medical 
staff must be formally organized. This 
provides a framework in which duties 
and functions of the staff can be carried 
out. The medical staff may decide to del- 
egate the responsibility of clinical re- 
view to committees, to clinica] depart- 
ments, or to the staff as a whole. Only 
the individual medical staff can deter- 
mine the method which will be most ef- 
fective in the local situation. 


4—-A Competent Medical Staff 

Though listed fourth, the most impor- 
tant factor in evaluating clinical prac- 
tice is a competent medical staff. The 
quality of medical care in the hospital 
is in direct ratio to the knowledge, ex- 
perience, and ability of the members of 
the medical staff. The judgment neces- 
sary to evaluate clinical practice depends 
entirely on the ability of those who are 
doing the evaluating. 

This makes the appointment to the staff 
and the delineation of privileges so im- 
portant. To do this fairly and objective- 
ly, the medical staff should set up a sys- 
tem to evaluate each applicant and deter- 
mine his hospital privileges on the basis 
of professional competence. Individual 
character, training, experience, and abil- 
ity should be criteria for selection. Un- 
der no circumstances should the accord- 
ance of staff membership or professional 
privileges in the hospital be dependent 
solely upon certification, fellowship cr 
membership in a specialty body or so- 
ciety. Neither should appointments be 
denied on the basis of hospital bed ca- 
pacity or selfish competitive motives on 
the part of the staff. 

Although the primary purpose of clinical 
review is to achieve and maintain high 
standards of patient care, the process 
also serves as a means of evaluating the 
performance of individual staff members. 
The judgment, ability, and competence 
of a staff member can be assessed by his 
methods of diagnosis, his skill in treat- 
ment, and his ability to recognize situa- 
tions which call for consultation. These 
facts should influence the decision to ex- 
tend or limit his hospital privileges. 
Each member of the staff should be given 
the opportunity to realize his full capa- 
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bilities, and at the same time safeguards 
must be established to protect patients. 
By good clinical review both patient and 
and staff member profit. 

The Commission in accrediting a hospital 
places great emphasis on the extent and care 
with which the medical staff reviews and 
evaluates clinical practice. Since good med- 
ical records, reliable diagnostic services, and 
a competent, well organized staff are essen- 
tial for good clinical review, these factors 
are closely surveyed. To be accredited, there 
must be evidence that the hospital medical 
staff is living up to its important responsi- 
bilities. 

/s/ Kenneth B. Babcock, M.D. 
Director 
Joint Commission on 
Accreditation of Hospitals 


Report from 
The Duke University 


Prison Control Center 
JAY M. ARENA, M.D., Director 
DURHAM 
KEROSENE, GASOLINE, AND 
PETROLEUM DISTILLATES 

Kerosene, together with other petroleum 
products, accounted for more than 100 
deaths in 1949-50, a fourth of all fatal poi- 
sonings among children under 5 years of age 
in the United States. Of 252 children ad- 
mitted to Charity Hospital in New Orleans 
over a 10-year period for kerosene poisoning 
—the commonest cause of poisoning among 
admissions—9 died. The incidence of poison- 
ing from petroleum products, principally 
kerosene, in 12 Southern states is four times 
greater than that in other areas. In the 
South kerosene is extensively used for cur- 
ing tobacco, heating, cooking, and, in more 
remote areas, for lighting. This product is 
often removed from its original container 
and put into an empty cola bottle, which is 
often carelessly left about where toddlers do 
not hesitate to sample it. 

Signs and Symptoms 

Hydrocarbon ingestion causes symptoms 
in two organs systems: the centra] nervous 
system and the lungs. In addition, it has a 
direct irritative action on the pharynx, eso- 
phagus, stomach, and small intestine, with 
edema and mucosal ulceration. Depression 
of the central nervous system occurs soon 
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after ingestion, followed by severe pneu- 
monitis in a few minutes to several] hours. 
Death, when it occurs, is from pulmonary 
insufficiency, not the depression of the cen- 
tral nervous system, Histopathologic exam- 
ination of the lungs shows primarily a se- 
vere necrotizing pneumonia. If the patient 
recovers, no late sequelae are seen. The great 
seriousness of kerosene poisoning, therefore, 
lies in the pulmonary damage. 


How this damage comes about as a result 
of swallowing even a small amount of the 
liquid has been the subject of controversy. 
One explanation is that the child aspirates 
some kerosene either directly or in the 
course of vomiting or gastric lavage. An op- 
posing idea is that kerosene is absorbed 
from the gut and excreted by way of the 
lung—but this theory has the defect that 
kerosene placed in the stomach of experi- 
mental animals fails to produce any striking 
pulmonary injury. Richardson showed that 
in rabbits 0.25 ml. of kerosene per kilogram 
of body weight could cause fatal pneumonia 
when injected directly into the trachea. 
Thirty milliliters per kilogram was neces- 
sary to produce the same effect when in- 
stilled by nasograstric tube into the stomach, 
and since the rabbit does not vomit, it was 
assumed that the hydrocarbon must reach 
the lung via the blood stream. If these 
values can be applied to children, a child 
weighing 10 Kg. would have to ingest 12 
ounces of hydrocarbon to produce a fatal 
pneumonia if no aspiration occurred, where- 
as only 2.5 ml. could prove fatal with aspira- 
tion. 

The clinical picture produced by kerosene 
is quite variable. Symptoms appear early 
and consist predominantly of either cerebral 
depressive effects or respiratory manifesta- 
tions or, in some children, both at once.’ 

The child may be found coughing and 
choking, and with the odor of kerosene on 
the breath or clothing. If some time has 
elapsed following ingestion, he may be drow- 
sy, stuporous or in frank coma. In one 
series, 6 of 101 patients were found uncon- 
scious; about 50 children had vomited. Fever 
(sometimes high), tachycardia, and tachyp- 
nea develop in most patients. Signs of pul- 
monary involvement include dyspnea and 
cyanosis, with rales, rhonchi, dullness and 
diminished breath sounds at one or both 
lung bases. Following massive aspiration, 
pulmonary edema may be marked, and is 
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usually the cause of death. Most patients are 
acutely ill, but those with slight pulmonary 
manifestations often recover in 24 to 48 
hours. Those with combined cerebral and 
pulmonary involvement are more acutely ill, 
and it is among these that cardiac dilata- 
tion, transient hepatosplenomega'y and ab- 
normal urinary findings are found. 

Roentgenographic changes can be seen 
within an hour or two of ingestion. At first 
there are multiple, small, patchy densities 
with ill defined margins; in more advanced 
cases the lesions become larger and tend to 
coalesce. Emphysema may develop. Pneu- 
mothorax occasionally occurs. The maximum 
changes are noted in two to eight hours af- 
ter ingestion. Among patients who survive, 
resolution is gradual, the lungs clearing in 
three to five days, with radiologic signs lag- 
ging behind the clinical improvement. 


Treatment 


Treatment of kerosene poisoning is ncn- 
specific and symptomatic. One or two ounces 
of mineral or vegetable oil by mouth (if not 
forced) would tend to prevent the absorp- 
tion of kerosene as well as hurry it through 
the intestinal tract. In the presence of pul- 
monary signs, oxygen is the “most valuable 
agent” to relieve respiratory distress and 
anoxia. Antibiotics should be administered 
in therapeutic doses to forestall secondary 
pulmonary invaders, even in the absence of 
overt pulmonary signs and symptoms, since 
pulmonary involvement can occur without 
clinical signs. The use of steroids as an anti- 
inflammatory agent in the treatment of ne- 
crotizing pneumonitis has proven to be very 
effective, and should be used for any severe- 
ly ill and toxic patient. Appropriate therapy 
is indicated for fluid and electrolyte imbal- 
ance. Attempts to keep stuporous children 
awake by exercise have no rational basis. 

On the basis of Richardson’s experiments 
(see under Signs and Symptoms), as well as 
of clinical studies suggesting a more severe 
pneumonia in patients who had spontaneous 
or induced vomiting with this type of poison- 
ing, it would appear that treatment without 
lavage or emesis is preferable. Lavage, if 
used, however, should be done with extreme 
care. The head and chest should be lowered, 
copious amounts of water or a 3 per cent 
solution of sodium bicarbonate or normal 
saline should be used and the tube pinched 
off and quickly withdrawn. 
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NOVEMBER, 1960 


FALL MEETING OF THE 
EXECUTIVE COUNCIL 


The regular fall meeting of the Executive 
Council of the State Medical Society was 
held on Sunday, October 2—at the end of a 
three-day conclave of committees—at the 
Mid Pines Club at Southern Pines. A tre- 
mendous amount of work was accomplished 
in these three days. The long agenda of the 
Executive Council concluded with reports of 
the six commissions, which largely consti- 
tutes the summary of membership work and 
effort of the Society. Most of the committee 
work was summarized by the chairmen of 
the commissions in their reports. A few of 
the more important committee reports were 
given by the chairmen of the respective com- 
mittees, in order to lend emphasis and de- 
tail to the subject matter involved and 
studied. 

The conclave and Executive Council meet- 
ing were well attended. President Amos 
Johnson was an admirable presiding officer, 
guiding the discussion skillfully through a 
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long agenda and the handling of the diffi- 
cult questions which arose. 


A matter of greatest interest was the sub- 
ject of a report of the reactivated committee 
to study the question of scientific member- 
ship, of which Dr. Street Brewer is chair- 
man. The Council unanimously adopted the 
committee’s recommendation re-affirming the 
Society’s stand on scientific membership as 
now expressed in its Constitution and By- 
laws, and adopted a motion that the Meck- 
lenburg County Medical Society be asked to 
clarify its position on membership for Ne- 
gro physicians. Another motion was also 
passed that the President, the Secretary, 
and Mr. John Anderson prepare a form to 
be used in applying for membership in the 
Society. It is proposed that applications 
should read something like this: J hereby 
apply for a membership in the 
Medical Society of the State of North Caro- 
lina. The blank would be filled in by one of 
two terms specified by our Constitution (Ar- 
ticle IV, section 1)—Active or Scientific. 


Drs. Paul Whitaker and Ben Royal, who 
were on the original committee with Dr. 
Brewer, corroborated his statement that the 
Negro medical leaders who met with their 
committees five years ago had broken faith 
with the committee, for they had agreed that 
the proposed scientific membership was all 
that they could and did ask for, and that 
they were well satisfied with it in their pro- 
posals. Only two Negro physicians, however, 
have applied for this membership, and they 
were both formally castigated by members 
of the Old North State Medical Society. 


Dr. Wayne Benton, chairman of the Com- 
mittee on Finance, reported that the Society 
now had a $96,000 surplus and that invest- 
ments had paid 5 per cent during the past 
year. So many life members had asked for 
refunds of their dues that the committee 
recommended that all who had been listed as 
life members have their dues refunded. A 
number of the Executive Council members, 
however, stated that they did not wish their 
dues to be refunded—so a motion was passed 
allowing all life members the privilege of 
paying dues so long as they wished. Dr. Ben- 
ton reported that the Building Committee 
was still functioning. 


Both the Committee on Legislation and 
Chronic Illness recommended that steps be 
taken as soon as possible for North Caro- 
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lina to take advantage of the provisions of 
the Mills Act to provide medical care for its 
older citizens, A resolution to that effect was 
passed unanimously, copies of which are to 
be sent with accompanying letters to Gov- 
ernor Hodges and Dr. Ellen Winston, Com- 
missioner of Welfare. 


Dr. Jacob Shuford, chairman of the Com- 
mittee on Blue Shield, reported that this 
committee had approved the Hospital Care 
Association, as well as the Hospital Saving 
Association, to sell Blue Shield Insurance, 
but that the National Blue Shield did not 
approve Hospital Care Association for Blue 
Shield, because they thought Blue Shield 
should be managed by a single agency in a 
given territory or jurisdiction—not overlap- 
ping. This committee recommended, there- 
fore, that a corporation of the Medical So- 
ciety be created to coordinate the efforts of 
the Hospital Care Association and the Hos- 
pital Saving Association, and to contro] the 
Blue Shield insurance. The motion was 
passed unanimously. 


Dr. W. A. Sikes, superintendent of the 
State Hospital in Raleigh, said that some 
doctors had been too lax in meeting require- 
ments of the law in committing patients to 
the State Hospital. Although the law states 
plainly that the doctor shall examine the 
patient before commitment, some have been 
prone to sign papers without an examina- 
tion. Others have been admitted under class- 
ification as drug addicts rather than alco- 
holics, because the drug addict may be kept 
in the hospital 60 days, the alcoholic only 30. 
Still another error of omission was to have 
the patient admitted as an emergency with- 
out an examination. Many of these technical 
violations may result in liability actions 
later on. 


Dr. Oscar E. Goodwin of Apex was elected 
to fill Dr. Earl Brian’s unexpired term as a 
member of the State Board of Health, ter- 
minating in June 1963. 


Two medical district councilor vacancies 
occurred as the result of Dr. Claude Squire’s 
election as president-elect and of the resig- 
nation of Dr. Merle D. Bonner of the Eighth 
District. Dr. Bonner had insisted that his 
resignation be accepted. These vacancies 
were quickly filled by promoting the vice- 
councilors—Dr. Edwin Bivens of Albemarle 
for the Seventh and Dr. Harry Johnson of 
Elkin for the Eighth. 
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Mrs. J. M. Hitch, president of the State 
Women’s Auxiliary, was in Chicago for a 
meeting, and her husband read her excellent 
report to the Council, reviewing the activ- 
ities of the Auxiliary this year. The Aux- 
iliary has taken an active part in emphasiz- 
ing the American Medical Educa‘ion Foun- 
dation. In this effort the ladies are promot- 
ing the sale of Christmas cards. They have 
been disappointed at the response so far— 
and hope that their husbands will join them 
in pushing the sale of these cards. All the 
profit goes to the A.M.E.F. 


The final action of the Council was an 
evaluation of the conclave method of co- 
ordinating activities of the various commit- 
tees. All present agreed that it was the most 
satisfactory and efficient method and recom- 
mended that it be continued, with the pro- 
vision that the Executive Secretary and the 
President-elect be empowered to select meet- 
ing places for the Fall Conclave and the 
Officers’ Conference in time to secure suit- 
able accommodations. 


* * 


AUXILIARY CHRISTMAS CARDS 


The Woman’s Auxiliary of the State Med- 
ical Society has long been interested in the 
American Medical Education Foundation. 
This year the Auxiliary has undertaken the 
ambitious project of selling Christmas cards 
as a means of raising money for this worthy 
cause. Mrs. Loftin H. Harris, chairman of 
the A.M.E.F. committee, has a goodly sup- 
ply of these Hallmark cards on hand, to be 
sold to Auxiliary members for $2.25 per box 
of 25 cards, and resold for $3.50 per box, or 
14 cents a card. The profit is to go to the 
A.M.E.F. 

The cards are really good looking. Two 
pine cones tied with red ribbon are on the 
front. On the inside is the traditional “‘Mer- 
ry Christmas and Happy New Year” oppo- 
site the legend, in smal] letters, “This card 
has been selected in the interest of the 
American Medical Education Foundation.” 
They compare favorably with others that are 
purely commercial. 


The Auxiliary invested a good deal of 
money in this venture. Since Christmas 
cards are a necessity at this time of the year, 
let all good doctor-husbands come to the aid 
of their wives, and boost the sale of the 
A.M.E.F. cards. 
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INFLUENZA IMMUNIZATION URGED 


Since the devastating 1918-19 pandemic 
of influenza there have been annual epi- 
demics of gradually decreasing severity. In 
1957-58, however, the so-called Asian strain 
of influenza was more severe and caused 
many more deaths than had been the case 
for a number of years. Surgeon General 
Burney appointed an Advisory Committee on 
Influenza Research. This committee found 
that the lack of resistance and its wide- 
spread occurrence caused the high mortal- 
ity, especially in the chronically ill, the aged, 
and in pregnant women. As a result of these 
findings, the Public Health Service is urging 
a continuous program of immunizing the 
high-risk groups routinely. The Public 
Health Service lists the high-risk groups as 
follows: 


1. Persons of al] ages who suffer from chronic de- 
bilitating disease, in particular: (a) rheumatic 
heart disease, especially mitra] stenosis; (b) other 
cardiovascular diseases, such arteriosclerotic 
heart disease or hypertension—especially patients 
with evidence of frank or incipient insufficiency; (c) 
chronic bronchopulmonary disease, for example, 
chronic asthma, chronic bronchitis, bronchiectasis, 
pulmonary fibrosis, pulmonary emphysema, or pul- 
monary tuberculosis; (d) diabetes mellitus; (e) 
Addison’s disease. 


2. Pregnant women. 
3. All persons 65 years or older. 


The vaccine advised is polyvalent and the 
dosage recommended is 1.0 cc. subcutaneous- 
ly, repeated after an interval of two months 
or longer. Many doctors prefer a two-week 
interval, but the committee has given much 
thought to the longer interval between doses. 
The committee adds, “Preferably the first 
dose would be given no later than September 
1 and the second before November 1.’ Un- 
fortunately, the statement was not received 
in this office until the last of October. It is 
never too late to do good, however, and the 
conscientious family doctor should urge his 
high-risk patients to be immunized as soon 
as possible. Persons previously immunized 
with polyvalent vaccine should get a single 
booster dose each fall—prior to November 1. 


Those of us who remember the terrific toll 
taken by the 1918 epidemic can appreciate 
the importance of immunization. 


The following pharmaceutical houses are 
licensed manufacturers of influenza vaccine: 
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Lilly, Lederle, Merck, Sharpe, and Dohme, 
National Drug Company, Parke - Davis, 
Charles Pfizer, and Pitman-Moore. 


DR. JOHN E. DONLEY 

The Rhode Island Medica) Journal reports with 
sorrow the death, on September 17, 1960, of Dr. 
John E. Donley, distinguished Editor-in-Chief of 
the Journal, a past President of the Rhode Island 
Medical Society, and the only Rhode Island re- 
cipient of the Dr. Charles Value Chapin Award 
of the City of Providence. 

The Journal also announces that the House of 


Delegates—assembled in meeting on September 
28, 1960, elected Dr. Seebert J. Goldowsky as the 


new Editor-in-Chief of the Rhode Island Medical 


Journal] to succeed the late Doctor Donley. Doc- 
tor Goldowsky has been an Associate Editor of 


the Journal] for many years. 


John E. Farrell, Sc.D. 
Managing Editor 
Although Rhode Island is the smallest 

state in the Union, its medical journal is one 
of our favorite exchanges. [t has consistent- 
ly maintained a high standard of original 
articles and of editorial content. Dr. Donley 
was a worthy successor to the brilliant and 
lovable Peter Pineo Chase, who died in 
harness April 23, 1956. Now Dr. Goldowsky 
has a large pair of editorial shoes to fill— 
but no doubt wil] keep the Rhode Island 
Medical Journal on the same high level as 
his predecessors. He does not come as a nov- 
ice, since for many years he has been an as- 
sociate editor. 

The NORTH CAROLINA MEDICAL JOURNAL 
extends to the Rhode Island Medical Society 
sympathy in the loss of Dr. Donley, and con- 
gratulations on having a capable successor 
in Dr. Goldowsky. 


YALE SCHOOL OF MEDICINE 
CELEBRATES SESQUECENTENNIAL 
ANNIVERSARY 

The September issue of Connecticut Medi- 
cine is devoted to the sesquecentennial anni- 
versary of the Yale University School of 
Medicine. The celebration is to be held Oc- 
tober 28-29. The entire issue of the Septem- 
ber Connecticut Medicine contains a number 
of articles dealing with this great school. 

The NORTH CAROLINA MEDICAL JOURNAL 
takes great pleasure in congratulating both 
the school of medicine and the medica) jour- 
nal—and wishes for both the best of every- 
thing in the years to come, 


% 
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President’s Message 
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Where Does Charity Stop ? 


Recently, your State Medical Society, 
through the unanimous action of its execu- 
tive Council, adopted the principle of coop- 
eration with state and federal governmental 
agencies to provide medical care for our in- 
digent and “m:dically indigent” citizens in 
the 65 and over age group. This was deemed 
proper and is in keeping with policies ad- 
vanced by the American Medical Associa- 
tion. Copies of the adopted resolutions were 
sent to Governor Hodges, Commissioner of 
Public Welfare, Dr. Ellen Winston, and 
other state agencies urging the immediate 
and total implementation of this Federal 
legislative action. 


The Committee on Chronic Illness, John 
R. Kernodle, M.D., chairman, is charged 
with liaison with governmental agencies 
dealing specifically with implementing this 
legislation. The Committee Advisory to the 
North Carolina State Board of Public Wel- 
fare, J. Street Brewer, M.D., chairman, as 
in all matters pertaining to medicine and 
welfare, will also act in advisory capacity 
in this proposition. 

Presently, North Carolina is not imple- 
mented and participant in this federal pro- 
gram. Parts of the program we may partici- 
pate in without additional state legislation ; 
other and important facets of participation 
will require new local state legislation. Al- 
ready, 5 of our 50 states are total partici- 
pants. Following action by your Executive 
Council, the State Medical Society has of- 
fered full cooperation and support to Gov- 
ernor Hodges and to Commissioner Winston 
in getting this project immediately under 
way. 

Recently, in discussions between Commis- 
sioner Winston and Dr. Kernodle pertinent 
to this assistance program, a matter of vital 
importance to all North Carolina doctors 
was unearthed. This I shall attempt to pre- 
sent to you clearly. 

Bluntly, but factually, this issue is—Shall 
medical services furnished in this state in 
compliance. with the federal legislation be 
furnished by us “for free,” or, shall we re- 
ceive reasonable payment for services ren- 
dered these patients, as a service of the fed- 
eral and state government, on a vendor pay- 


ment basis as provided for in this legisla- 
tion? 

Commissioner Winston has given thought 
to this proposition. I quote from Dr. Ker- 
nodle’s report of his conference with Com- 
missioner Winston 

She asked whether the doctors were going to 
change their idea of accepting payment for in- 
digent patients and whether vendor payment 
schedules should be set up for the doctors. She 
inquired on the point that doctors had, in the 
past, offered and likewise had given their services 
free for all indigent patients—She then stated 
that she would hope we would not (request pay- 
ment) but if we did, she felt that we should also 
set up a scale for the OAA group. 

Now, we are at the crux of this problem. 
Policies which we set here will be vital to 
medicine in North Carolina in years to come. 
The pattern we cut in this instance will be 
used to “size” us in each instance as this 
program is inevitably expanded. 

As Dr. Winston recognized above, “Doc- 
tors had in the past offered and likewise had 
given their services free for all indigent pa- 
tients.” This is true and, I believe, will re- 
main true so long as the charitable care of 
these indigent patients remains in its tradi- 
tional and proper perspective. That is, that 
they are, in sequence, a responsibility of 
their family, their community, and then 
their local governmental agencies. This is an 
instance of “From him who has, according 
to ability—to him who has not, according to 
need.” This constitutes basic charity and is 
good. Under these circumstances we will 
give amply of our basic commodity, medical 
care, and of ourselves as a charitable service 
to our fellow man. 

When the responsibility for medical care, 
among other responsibilities, of the indigent 
and “medically indigent” is assumed by 
agencies of the state and federal govern- 
ments, then the proposition of charity alters 
its position. These people then become the 
wards, proportionally equally, of all those 
who are taxed to support government. To 
the proposition, “From him who has, accord- 
ing to ability—to him who has not, accord- 
ing to need,” now add, “by force,” and you 
see this is no longer charity. This is com- 
patible with the Marxist theory of commun- 
ism, 
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As doctors, we are required to pay our 
proportionate share of taxes just as are all 
others who earn by their efforts or ingen- 
uity. A proportionate share of the money 
appropriated to finance this welfare legisla- 
tion, which in itself asks for no charity, thus 
was exacted from us as doctors. Therefore, 
logic should hold that purveyors of medical 
services should be compensated for their 
services commensurate with all other par- 
ticipant in such a program. 

I would like for every member of our 
Medical Society to be aware that shortly, 
within weeks, policy must be established 
which will be the pattern, for years to come, 
of remuneration for medical services ren- 
dered the wards of government by you as 
doctors. Dr. John R. Kernodle of Burlington 
and Dr. J. Street Brewer of Roseboro will 
be high among those who will make this de- 
cision for you. Those of you who have in- 
terest in the present and future of medicine 
and your Medical Society should feel free 
to communicate your thoughts and ideas 
concerning this matter to either Dr. Ker- 


nodle or Dr. Brewer. 
AMOs N. JOHNSON, M.D. 


BULLETIN BOARD 


COMING MEETINGS 

Duke University Medical Center, Lectures on 
Ophthalmology—Eye Clinic, Duke Hospital, Tues- 
day evenings, 7:30 p.m. 

American College of Physicians, Regional Meet- 
ing—Duke University Medical Center, Durham, De- 
cember 1. 

North Carolina Health Council, Annua] Meeting— 
N. C. State College Union, Raleigh, December 7. 

University of North Carolina School of Medicine, 
Postgraduate Sessions in Pediatrics, Ophthalmology, 
Medicine, Surgery, Obstetrics and Gynecology— 
Edenton, Wednesdays, beginning January 11; Kin- 
ston, Thursdays, beginning January 12. 

Governor’s Conference on Occupational Health— 
Raleigh, January 26, 1961. 

North Carolina Mental Health Association—Sir 
Walter Hotel, Raleigh, February 17-18. 

Emory University Postgraduate Course in Oph- 
thalmic Surgery—Grady Memorial Hospital, Atlan- 
ta, December 1-2. 

Postgraduate Conference on Pediatric Urological 
Problems, sponsored by the University of Virginia 
School of Medicine—Charlottesville, December 2. 

Southern Surgical Association, Annual Meeting— 
Boca Raton, Florida, December 3-8. 

Gill Memorial Eye, Ear and Throat Hospital, 
Thirty-fourth Annual Spring Congress—Roanoke, 
Virginia, April 10-15, 1961. 
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NEW MEMBERS OF THE STATE SOCIETY 


The following physicians joined the Medical 
Society of the State of North Carolina during the 
month of October: 

Dr. Robert Lowell Dame, 214 Ridgeway Avenue, 
Statesville; Dr. Pleasant Paul Deaton, Broughton 
Hospital, Morganton; Dr. Dockery Durham Lewis, 
Jr., 942 Davie Avenue, Statesville; Dr. Albert Hop- 
kins Fink, Banner Elk; Dr. John Ashley Goree, Duke 
University Medical Center, Durham; Dr. E. Carwile 
LeRoy, 106 Fort Washington Avenue, New York 32, 
N. Y. 


NEWS NOTES FROM THE 
DUKE UNIVERSITY MEDICAL CENTER 


Plans for a multi-million dollar clinical research 
program that will be a major development at the 
Duke University Medical Center have been an- 
nounced by Dr. Deryl Hart, president of the Uni- 
versity. 

Total cost of the project during its five years of 
operation will be approximately $3,111,000. 

This includes U. S. Public Health Service funds 
expected to total $1,581,000 for support of the pro- 
gram during its first five years. Facilities will be 
housed in a new Medical Center addition that will 
cost an additional $1,530,000 provided by the Public 
Health Service and private sources. 

Explaining the purpose of the undertaking, Duke 
Medical School Dean Barnes Woodhall said that 
clinical research is concerned with “the careful 
study of what takes place in various disease states” 
and with “precise evaluation of the effectiveness 
of new drugs and treatment methods.” 

Dean Woodhall said that the program was or- 
ganized under the direction of Dr. Frank L. Engel, 
professor of medicine, who will continue to serve as 
its head until the appointment of a permanent di- 
rector and an associate director next year. 

Duke is one of 11 institutions over the nation 
selected by the Public Health Service for establish- 
ment of clinical research centers. Another is the 
University of North Carolina. 


* 


A symposium on Malignant Disease with four 
noted cancer authorities as guest speakers was held 
at the Duke University Medical Center on October 
28. 

Co-sponsoring the symposium with the Duke 
Medical Center was the Durham County unit of the 
American Cancer Society. 

Speakers were Dr. J. A. del Regato, director of 
Penrose Cancer Hospital, Colorado Springs, Colo- 
rado; Dr. Lee Clark, Jr., director and surgeon-in- 
chief of M.D. Anderson Hospital, Houston, Texas; 
Dr. Lauren V. Ackerman, professor of surgical 
pathology at the Washington University School of 
Medicine, St. Louis, Missouri; and Dr. John V. 
Blady, clinical professor of surgery and director 
of the tumor clinic at the Temple University Medi- 
cal Center, Philadelphia, Pennsylvania. 
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Three new faculty members have been appointed 
in the Biochemistry Department of Duke Univer- 
sity Medical Center. Dr. R. Taylor Cole, Provost 
of the University, announced recently. 

Dr. Charles Tanford has joined the faculty as 
professor of physical biochemistry; Dr. Ralph E. 
Thiers as associate professor of biochemistry and 
associate director of Duke Hospital’s clinical chem- 
istry laboratory; and Dr. Walter R. Guild as as- 
sociate professor of biophysics. 

The promotion of Dr. Robert W. Wheat from 
associate in biochemistry to assistant in biochemis- 
try to assistant professor of biochemistry also was 
announced. 


George B. Kantner has been appointed personnel 
director at the Duke University Medical Center, 
hospital superintendent Charles H. Frenzel an- 
nounced recently. He will be responsible for ad- 
ministration of personnel policies, recruitment, and 
screening of job applicants and development of im- 
proved personnel programs for the Medical School. 


* * * 


Dr. John E. Dees, professor of urology at the 
Duke University Medical Center, was elected presi- 
dent of the North Carolina Urological Association 
during the Associations 1960 meeting held in 
Roaring Gap. He will hold office for two years, 
succeeding Dr. Oliver J. Hart of Winston-Salem. 

Other new officers are vice-president, Dr. Bruce 
Langdon of Fayetteville; and secretary-treasurer: 
Dr. Jack Hughes of Durham. 


* 


A Duke University chemist, Dr. Peter Smith, has 
joined the ranks of scientists engaged in research 
which may help lessen the damaging effects of 
radioactive materials on human beings. 

Dr. Smith work for the three-year period end- 
ing on September 30, 1963, will be supported by a 
$62,030 financial commitment from the National 
Institutes of Health Service. 


NEWS NOTES FROM THE UNIVERSITY OF 
NORTH CAROLINA SCHOOL OF MEDICINE 


A new method for “seeing” and studying the 
human spleen, developed at the University of North 
Carolina School of Medicine, was described this 
month in Atlantic City at the 61st annual meet- 
ing of the American Roentgen Ray Society. 

The scientific presentation was made by Dr. 
Philip M. Johnson, who was a faculty member of 
the UNC School of Medicine up to the time of his 
resignation last month. The co-scientists on the 
project were Dr. Ernest H. Wood, professor of 
radiology, and Dr. Stewart L. Mooring, assistant 
in radiology, both of the UNC School of Medicine. 

This work was carried out in Dr. Johnson’s lab- 
oratory at the UNC School of Medicine and was 
supported by a grant from the U. S. Public Health 
Service. 
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An FM radio device which broadcasts the heart- 
beat of patients—and has been used in dozens of 
instances at N. C. Memorial Hospital has won first 
prize in a national medical exhibition in New York. 

Faculty members of the School of Medicine put 
on display at the annual meeting of the American 
Society of Anesthesiologists a frequency modula- 
tion broadcasting technique designed at the medical 
school in Chapel Hill. It is a recent adaptation of 
widely employed principles of radio telemetry to 
use in the operating room. 

A description of the technique whereby a patient 
broadcasts his own heart signals from the operating 
table is described in a report entitled “Radio Tele- 
metry in Physiological Monitoring” by Drs. David 
A. Davis, Doris C. Grosskreutz, Kenneth Sugioka 
and Mr. William Thornton. The application of 
radio telemetry for this purpose has been developed 
within the past year. 


* * 


Two associate professors of surgery at the Uni- 
versity of North Carolina School of Medicine parti- 
cipated at the annual meeting of the American 
College of Surgeons at San Francisco recently. 

Dr. C. G. Thomas, Jr., presided at the forum ses- 
sion of the 1960 Clinical Congress at A.C.S. meeting. 

Dr. Erle E. Peacock read a paper on “The Effects 
of Some Rate Regularity on the Synthesis of Col- 
lagan in Healing Wounds.” 


* * 


A one-day seminar for physicians on the pre- 
vention and management of athletic injuries was 
held at the University of North Carolina School of 
Medicine Wednesday, Sept. 21. Some 100 doctors, 
most of them physicians for football teams attended. 

* * 


Eight faculty members of the University of North 
Carolina School of Medicine participated in the 
annual meeting of the Southern Medical Association 
in St. Louis, October 31-November 3. 

A meeting of the U.N.C. Medical Alumni As- 
sociation was held in connection with the Associa- 
tion’s meeting. The speakers at the alumni meeting 
were Dr. John T. Sessions, Jr., UNC associate pro- 
fessor of medicine, and Dr. John S. Rhodes, presi- 
dent of the Medical Alumni Association. Dr. Joseph 
M. Hitch of Raleigh, UNC clinical professor of 
medicine, presided at the alumni session. 

The faculty members who took part in the scienti- 
fic sessions of the medical meeting were Dr. Ses- 
sions; Dr. A. Stark Wolkoff, assistant professor of 
obstetrics and gynecology; Dr. Robert A. Ross, pro- 
fessor and head of the Department of Obstetrics 
and Gynecology; Dr. Samuel D. McPherson, Jr., 
clinical professor of surgery (ophthalmology); Dr. 
H. Robert Brashear, Jr., associate professor of 
surgery (orthopedics) ; Dr. Robert D. Langdell, as- 
sociate professor of pathology and U. S. Public 
Health Service Senior Research Fellow, and Dr. 
Robert A. Gregg, clinical associate professor of 
preventive medicine. 
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A two-day program on cystic fibrosis was held in 
the Clinic Auditorium of the University of North 
Carolina School of Medicine on Thursday-Friday, 
Oct. 20-21. 

Presented for doctors, nurses and physical thera- 
pists, the program was sponsored by UNC Section 
of Physical Therapy in cooperation with the De- 
partment of Pediatrics and the Department of 
Medicine. 

* 


The annual University of North Carolina School 
of Medicine Symposium was held at N. C. Memorial 
Hospital Thursday and Friday, November 17-18. 
The subject for the symposium was Gastroenter- 
ology. 

The guest participants on the program were Dr. 
Eddy D. Palmer, lieutenant colonel, Brooke General 
Hospital, Fort Sam Houston, Texas; Dr. Edward 
E. Owen, associate in medicine, and Dr. Malcolm 
P. Tyor, associate professor of medicine, both of 
Duke University School of Medicine, and Dr. David 
Cayer, clinical professor of medicine, Bowman Gray 
School of Medicine. 


NEWS NOTES FROM THE BOWMAN GRAY 
SCHOOL OF MEDICINE 


Dr. Chauncey G. Bly has been appointed re- 
search professor of pathology at Bowman Gray 
School of Medicine of Wake Forest College. His 
appointment was effective September 1. College of- 


ficials said Dr. Bly will conduct various teaching 
and research programs within the department. He 
received his Ph. D. and M.D. degrees from the Uni- 
versity of Rochester and the University of Rochester 
School of Medicine, Rochester, New York, and was 
previously associated with the Department of Path- 
ology at Duke University Medical Center. 

Dr. Warren N. Dannenburg has also joined the 
faculty as research assistant professor of biochemis- 
try. He received his M.S. and Ph. D. degrees at 
Texas A. and M. College. His research activities 
will be in collaboration with the department of 
obstetrics and gynecology. 

Other faculty appointments include Dr. Robert J. 
Faulconer as lecturer in the history of medicine; 
Dr. Ivan L. Holleman as instructor in pathology; 
Dr. Hugh L. Moffet as instructor in pediatrics 
(Dr. Moffett is also a National Institutes of Health 
fellow in virology and infectious diseases); Dr. 
Charles L. Moore as instructor in surgery; Drs. 
Frank E. Pollock and James E. Robinson as as- 
sistants in clinical orthopedics; Dr. Nancy O’Neil 
Whitley as assistant in preventive medicine; Dr. 
Thomas B. Templeton as assistant in internal medi- 
cine; Dr. Robert P. Thomas as instructor in opthal- 
mology; and Dr. Howard S. Wainer as assistant 
in clinical internal medicine. 


* 


An informative medico-legal program was pre- 
sented Friday, November 4, at the Bowman Gray 
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School of Medicine’s clinical amphitheater as a part 
of the school’s annual Alumni Day activities. 

James Sizemore, professor of law at the Wake 
Forest College School of Law and lecturer in medi- 
cal jurisprudence at Bowman Gray School of Medi- 
cine, spoke on “The Doctor as an Expert Witness.” 
Okla W. Johnson of Greensboro, agent in charge of 
the U. S. Treasury Department’s North Carolina 
and western Virginia narcotics division, presented 
a film entitled “Medical Hazards” and spoke on 
“Narcotics Addiction.” And, William J. McAuliffe. 
Jr. of Chicago, I'linois, an attorney with the legal 
division of the American Medical Association, dis- 
cussed “Malpractice Protection.” 

Robert F. Clodfe'ter. a trust officer at Wachovia 
Bank and Trust Co., Winston-Salem, spoke on 
estate planning at the banquet session at the Forsvth 
Country Clvb. Medics! school Dean C. C. Carnenter 
and Dr. D. E. Ward, Jr. of Lumberton, president 
of the Medical Alumni Association, also participated 
in the banquet program. 

a * 

Dr. Howard H. Bradshaw, professor and chair- 
man of the department of surgery. has been named 
to the National Institutes of Health’s Clinical Re- 
search Fellowships Review Panel for a four-year 
term. 

The NIH fellowship program provides individual 
support for training in the basic and clinical sciences 
in medical and allied fields. Its purpose is to develop 
more teachers and investigators for medical schools. 

* * 

Dr. Norman M. Sulkin. William Neal Reynolds 
Professor of Anatomy and chairman of the devart- 
ment, has been named to a sub-committee of the 
North Carolina Governor’s Coordinating Committee 
on Aging. The subcommittee will inventory current 
research in gerontology in North Carolina. 

This project was recommended by a recent Snecia- 
lized Study Committee on Research and Population 
which prepared material for the North Carolina 
Governor’s Conference on Aging last July. 

* * 

Dr. Richard C. Proctor, chairman of the depart- 
ment of psychiatry, was re-elected secretary-trea- 
surer of the Southern Psychiatric Association. Octo- 
ber 4. at Virginia Beach, Virginia. Psychiatrists in 
13 southern states compose the association. 

Mr. Clvde T. Hardy, Jr., director of the depart- 
ment of clinics, addressed a meeting of the Associa- 
tion of American Medical Colleges, October 31. at 
Hollywood Beach, Florida. His topic was “Clinical 
Faculties and Medical Service Plans.” 

* * 


Coming Academic Events 
December 12, 7:30 p.m., clinical amphitheater: 
Committee on Medical Education program with Dr. 
Stephen Abrahamson, professor of education at the 
University of Buffalo School of Education, Buffalo, 
New York, speaking on “Evaluation of Teaching 
Programs.” 


2 

. 
Bien 
| 

a 
: 


WATTS HOSPITAL SYMPOSIUM 

The eighteenth annual Watts Hospital Sym- 
posium will be held in Durham, February 3 and 4. 
The following speakers will participate: Drs. Fred- 
erick W. Goodrich, Jr., John R. Haserick, William 
D. Holden, Oscar B. Hunter, Jr., William K. Keller, 
Rachmiel Levine, R. Bruce Logue, Alton Ochsner, 
Edward H. Rynearson, Paul A. Younge, and Col. 
John P. Stapp, USAF, MC. 

A complimentary barbecue dinner will be served 
early for those desiring to attend the Carolina- 
Duke basketball game Saturday night. A limited 
number of reserved seats at $2.50 are available. 
Those desiring tickets should inform Dr. G. W. 
Crane, 1200 Broad Street, Durham by November 1. 


NORTH CAROLINA HOSPITALS 
BOARD OF CONTROL 

In accord with the need for postgraduate train- 
ing for physicians in psychiatry, the North Caro- 
lina State Hospitals are attempting to measure the 
interest of non-psychiatrists in participating in 
training and research in psychiatry which is going 
on in these various hospitals. Accredited programs 
are to be established according to demand and de- 
gree of support, federal and state. Interested phy- 
sicians may contact Dr. Charles Vernon, Director 
of Profe;ssional Training, North Carolina Hospitals 
Board of Control, Box 70, Raleigh, North Carolina. 


CENTRAL CAROLINA REHABILITATION 
HOSPITAL 

What one community is doing in rehabilitation 
of patients suffering from chronic disease or. im- 
pairments was outlined by Dr. Robert A. Gregg, 
Greensboro, North Carolina, in an address at the 
Fifty-fourth Annual Meeting of the Southern Medi- 
cal Association in St. Louis, October 31-November 
3. 

Speaking before the Section on Physical Medicine 
and Rehabilitation, Dr. Gregg discussed problems 
facing Guilford County, North Carolina, in provid- 
ing adequate care for the long-term patient, and 
the progress that has been made during the past 
two years. 

He detailed how a group of interested citizens 
formed a rehabilitation committee, assisted in the 
conversion of a former poliomyelitis hospital into 
a rehabilitation center at Greensboro, and saw their 
efforts culminate in the opening of the Central 
Carolina Rehabilitation Hospital, offering a medi- 
cal department with a wide variety of equipment 
and personnel to assist the chronically disabled 
patient to return to his fullest functional capacity. 
Services at the hospital include medical, psychologic 
social, and vocational. 

Financial assistance has been obtained from the 
Office of Vocational Rehabilitation under Public 
Law 565 to assist in operating costs for the first 
fiscal year. 

Dr. Gregg says that a close liaison has been 
maintained between the Guilford County Medical 
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Society and the rehabilitation hospital. The staff 
at present consists of a full-time medical director 
and an active courtesy staff of physicians from 
all specialties. The hospital is a non-profit one, 
governed by a nine-member Board of Trustees and 
medically supervised by a five-member Board of 
Physicians. 


ROBESON COUNTY MEDICAL SOCIETY 


The Robeson County Medical Society held its 
regular monthly meeting on October 3, at Lumber- 
ton. 

Dr. Nathan Womack, professor of surgery, Uni- 
versity of North Carolina Medical School, was 
speaker for an aftérnoon clinical session and an eve- 
ning lecture. In the clinical session he discussed 
cholelithiasis and cancer of the breast. In the eve- 
ning he presented a paper entitled “Massive Hemor- 
rhage In Cirrhosis.” 

The program was sponsored by Lippincott’s Medi- 
cal Science. 


EDGECOMBE-NASH MEDICAL SOCIETY 

The monthly meeting of the Edgecombe-Nash 
Medical Society was held October 12, in Rocky 
Mount. 

Dr. B. M. Gold, program chairman for October, 
presented as guest speaker, Dr. John Arnold of the 
Pediatrics Department, Memorial Hospital, Chapel 
Hill, whose topic was “Differential Diagnosis of 
Polio and Viral Diseases of Childhood.” 


NEWS NOTES 

Drs. Wilmer C. Betts, J. Douglas McRee, and 
Barbara M. Moore of Raleigh announce the associa- 
tion of Robert N. Harper for the practice of child 
and adult psychiatry. Offices are located at 2109 
Clark Avenue, Cameron Village. 

* * 

Dr. Robert T. Savage has reopened his office for 
general practice and pediatrics at 1020 Stratford 
Road, Winston-Salem. 

* * 

Dr. Sherwood W. Barefoot has announced the 
association of Dr. John H. Cox in the practice of 
dermatology, with offices located at 108 East North- 
wood Street in Greensboro. Dr. Cox was certified 
by the American Board of Dermatology and Syphi- 
logy in 1953. 


GILL MEMORIAL EYE, EAR AND 
THROAT HOSPITAL 

The Gill Memorial Eye, Ear and Throat Hospital, 
Roanoke, Virginia, will hold its thirty-fourth an- 
nual Spring Congress in Ophthalmology and Oto- 
laryngology and Allied Specialties April 10 
through April 15, 1961. 

There will be 20 guest speakers and 50 lectures. 
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AMERICAN COLLEGE OF SURGEONS 


Approximately 1,175 surgeons were inducted as 
new Fellows of the American College of Surgeons 
at the annual five-day Clinical Congress of the 
College. 

Fellowship is awarded to doctors who fulfill com- 
prehensive requirements for acceptable medical 
education and advanced training as specialists in 
one or another of the branches of surgery, and who 
give evidence of good moral character and ethical 
practice. 

Those receiving this distinction from the State 
of North Carolina at the Convocation are as 
follows: Drs. Jack Powell, Asheville; John E. Way. 
Beaufort; Donald W. Robinson, Captain, USN, 
Camp Lejeune; Benjamin H. Flowe and Edwin M. 
Tomlin, Concord; Victor A. Politano and W. Glenn 
Young, Jr., Durham; Crowell T. Daniel, Jr., Fayet- 
teville; M. Harvey Rubin, Greensboro; W. Grime- 
Byerly, Jr., Hickory; Frederick P. Dale, Kinston; 
John C. Lawrence, Lumberton; Duwayne D. Gadd. 
Pinehurst; Warren J. Collins, Shelby; J. Ralph 
Dunn, Jr., Tarboro; and Jesse H. Meredith, Wins- 
ton-Salem. 


AMERICAN MEDICAL ASSOCIATION 


A symposium on Clinical Nutrition will be held 
in Washington, D. C. on November 30. This sym- 
posium, sponsored by the Council on Foods and 
Nutrition of the American Medical Association in 


cooperation with the Medical Society of the District 
of Columbia, will begin at 8:30 a.m. Wednesday, 
November 30, in Room B of the National Guard 
Armory. The meeting will be opened to all inter- 
ested persons. 


THE NATIONAL FOUNDATION 


The National Foundation announced recently the 
publication of a new monthly annotated biblio- 
graphy on arthritis and related diseases. It is being 
sent initially to 3,650 selected individuals and insti- 
tutions all over the world. 

The bibliography will cover scientific articles on 
arthritis appearing in professional journals both 
here and abroad. Entitled “Current Literature— 
Arthritis and Related Diseases,” it is designed to 
serve as a comprehensive and up-to-date reference 
to the vast international literature on rheumatic 
diseases. 

The present plan calls for the distribution to 
departments of internal medicine, pediatrics, and 
microbiology of all medical schools in this country, 
to medical libraries here and ebroad, to occupational 
and physical therapy schools, collegiate nursing 
schools, grantees and medical advisers of The 
National Foundation, a selected group in national, 
state and local government health agencies, mem- 
bers of the American Rheumatism Association, and 
certain medical journals and individuals. 
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The Part 1 examinations (written) will be held 
in various cities of the United States, Canada, and 
military centers outside the Continental United 
States on Friday, January 13, 1961. 

Reopened candidates will be required to submit 
case revorts for review 30 days after notification 
of e'igibility. No reopened candidate may take the 
written examination unless the case abstracts have 
been received in the office of the executive secre- 
tary. 

Current Bulletins outlining present requirements 
may be obtained by writing to Executive Secretary, 
Robert L. Faulkner, M.D., American Board of 
Obstetrics and Gynecology, 2105 Adelbert Road, 
C’eveland 6, Ohio. 


WORLD MEDICAL ASSOCIATION 


At its fourteenth General Assembly held in West 
Berlin, Germany, September 15-22, the World Medi- 
eal Association elected the following officers: 
president—Dr. Paul Eckel, Germany; president- 
elect—Dr. Antonio Moniz, Brazil; Council members 
—Drs. J. G. Hunter, Australia; L. W. Larson, U. S. 
A.; Antonio Spinelli, Italy; Hector Rodriguez, 
Chili. 

Dr. Heinz Lord was elected secretary-general, 
and Dr. Gunnar Gundersen was elected chairman 
of the Council. Dr. Larson is chairman of the 
Committee on Medical Education. 


U. S. DEPARTMENT OF 
HEALTH, EDUCATION AND WELFARE 


Competitive Examinations for appointment of 
physicians as Medical Officers in the Regular Corps 
of the United States Public Health Service Com- 
missioned Corps will be held throughout the United 
States on January 31, and February 1 and 2, 1961. 

Application foxms may be obtained by writing to 
the Surgeon “Général, United States Public Health 
Service (P), Washington 25, D. C. Completed ap- 
plication forms must be received no later than 
December 2, 1960. 

* 

The cooperation of physicians is requested in a 
study on the association of polycythemia with neo- 
plastic disease being conducted by the metabolism 
service of the National Cancer Institute in the 
Clinical Center of the National Institutes of Health. 
An elevation of the circulating red cell volume in 
the absence of leucocytosis and thrombocytosis has 
been noted in a significant number of patients with 
renal tumors and cerebellar hemangioblastomas and 
rarely in patients with uterine fibroids, pheochromo- 
cytomas, and other’ neoplasms. The presence of an 
erythropoiesis stimulating factor has been demon- 
strated in homogenates of the cerebellar, renal, 
and pheochromocytoma tumor tissue. This study 
has as its purpose the determination of the chemi- 
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cal and mode of action of the erythropoiesis stimu- 
lating factor produced by these tumors. 


Patients admitted to the study undergo a period 
of clinical evaluation including the determination 
of the circulating red cell volume, red cell life span 
and the rate of red cell synthesis. Plasma and tumor 
tissue, if available, will be assayed for erythropoie- 
sis stimulating activity. 


Physicians who wish to have their patients con- 
sidered for this study at the National Cancer Insti- 
tute may write or call: Dr. Thomas A. Waldmann, 
National Cancer Institute, Bethesda 14, Maryland. 


* * * 


Physicians and workers in allied fields who are 
interested in the venereal diseases are invited to 
participate in the twelfth annual Venereal Disease 
Symposium at the Hotel New Yorker in New York 
City April 13 and 14, 1961. 


The program committee for the 1961 symposium 
points out that reported cases of primary and 
secondary syphilis have increased 52 per cent over 
the past year. 


Sponsored jointly by the American Venereal Dis- 
ease Association and the Public Health Service, 
the symposium will follow a Seminar on Venereal 
Disease for public health personnel which begins 
April 10. 


Compliments of 


Wachtel’s, Inc. 


SURGICAL 
SUPPLIES 


15 Victoria Road 
ASHEVILLE, North Carolina 


P. O. Box 1716 Telephone AL 3-7616 
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VETERANS ADMINISTRATION 


An electronic flash system that provides light 
for photographing the interior of the human eye- 
ball—and quickly enough to give a minimum of 
discomfort to the patient—has been developed by a 
Veterans Administration medical illustrator. 

He is Leonard M. Hart of the Durham, North 
Carolina, VA hospital’s medical illustration division. 

Hart’s lighting system can be used on a standard 
retinal camera. 

He has been developing the electronic flash for 
about five years. He devised the lighting system 
while he was employed at the VA’s West Side Hospi- 
tal in Chicago and perfected it at the Durham VA 
hospital, where he is working in conjunction with 
Dr. Albert Heyman of Duke Hospital. 

The electronic flash is used for only one-thouandth 
of a second, and focusing is done by use of a milder 
repetitive flashing light. 

Dr. Heyman uses the photographs to study blood 
vessels inside the eyeball, as an aid to diagnosis of 
abnormalities in blood vessels of the brain and for 
research about strokes. 

Hart described his new electronic flash system at 
a recent meeting of the Biological Photographic 
Association, in Salt Lake City. 


a * * 


Appointment of Dr. Robert I. MeClaughry of 
the National Academy of Sciences-National Re- 
search Council as director of medical education 
service for the Veterans Administration was an- 
nounced by the VA today. 

A former assistant dean of Wayne University’s 
College of Medicine in Detroit, Dr. McClaughry has 
been associated in a professional capacity with the 
Division of Medical Sciences of the National Acad- 
emy of Sciences in Washington, D. C., since June 
1958. 


* 


Appointment of Joe Meyer, Ph.D., as chief of 
the medical research laboratories division of the 
Veterans Administration was announced by the VA 
recently. 

Dr. Meyer has been serving as chief of the medi- 
cal research laboratories of the Houston, Texas, 
VA hospital and associate professor of biochemis- 
try at Baylor University College of Medicine, since 
1959. 


New Medical Film Released 


The release of a new medical film, “The Mech- 
anism and Control of Nausea and Vomiting,” was 
announced recently by Smith Kline & French Lab- 
oratories. 

Jack C. Borland, director of SK&F’s Medical 
Film Center, said the 21-minute, color film is “based 
on the findings over the past 10 years on the neuro- 
logical mechanisms involved in nausea and vomit- 
ing.” It is available on a free-loan basis to pro- 
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fessional audiences through local representatives of 
the Philadelphia pharmaceutical firm. 

Prints of the new film also may be obtained 
through the Medical Film Center, Smith Kline & 
French Laboratories, Philadelphia 1, Pa. 


* 
Griseofulvin Effective in Treatment of Bursitis 


Effective treatment of bursitis, pain from “whip- 
lash” injuries to the neck, and the shoulder-hand 
syndrome by the administration of griseofulvin was 
reported by Dr. Howard Rusk in the August 14 is- 
sue of the New York Times. 

In an earlier report, published in the June 4 is- 
sue of the Journal of the American Medical Asso- 
ciation, Drs. Abraham Cohen, Richard Daniels, and 
William Kanenson, all of Philadelphia, and Dr. Joel 
Goldman of Johnstown, Pennsylvania, told of their 
successful use of griseofulvin in the treatment of 
shoulder-hand syndrome. 

Operating on the theory that the antibiotic could 
be used as an anti-inflammatory agent, the physi- 
cians administered Fulvicin (griseofulvin) to pa- 
tients suffering from rheumatoid arthritis, includ- 
ing 12 patients with shoulder-hand syndrome, a dis- 
ease affecting the nerves and circulation. No effect 
was noted in relieving the pain or other symptoms 
of the arthritis. However, good results were ob- 
served in those patients with shoulder-hand syn- 
drome. 

Dr. Rusk noted that “this is far too small a group 
from which to draw firm and permanent conclu- 
sions, but the improvement was so prompt and last- 
ing that it seemed significant.” 

Dr. Cohen and his associates stated that “we are 
unable to give a scientific explanation of our find- 
ings. The consistency with which the improvement 
occurs is indeed unusual. This is a preliminary re- 
port, made in the hope that others might use this 
method either to confirm or refute our findings.” 

Griseofulvin was introduced in this country as 
Fulvicin by Schering Corporation in the fall of 
1959. 
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Each dot represents one death 
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“Prescription for Tomorrow” 


One of the most fruitful efforts to bring the 
achievements and the American health team—the 
doctor, the druggist and the pharmaceutical manu- 
facturer—to public attention reached a milestone 
recently with the one thousandth presentation of 
the speech “Prescription for Tomorrow.” 


The talk, which details the “medical revolution” 
which has taken place during the last 30 years, is 
the focal point of an ambitious speakers program 
initiated by Smith Kline & French Laboratories, 
Philadelphia drug firm, in June, 1959. Since that 
time the speech has been heard by approximately 
50,000 members of civic, fraternal and social groups 
throughout 48 states and Canada. 


In addition, it has carried to radio and television 
audiences of more than 700,000. 


The one thousandth presentation was made before 
the Johnstown, Pennsylvania, Rotary Club by SK&F 
Professional Service Representative James Blough, 
one of more than 250 speakers trained under the 
program. 


Because of the success of this “grass roots” pro- 
gram, the SK&F Speaker Bureau is currently en- 
larging its scope to include talks on mental health 
and the importance of quality control in pharmaceu- 
tical manufacturing. Groups interested in securing 
speakers for their gatherings may contact Dr. 
Robert Haakenson, S.K. and F. Manager of Com- 
munity Education for further information. 


Classified Advertisement 


DESIRABLE LOCATION for a physician. Contact 
Godley Realty Company, Mt. Holly Road, Char- 
lotte, North Carolina. 
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The Month in Washington 


Representatives of the medical and health 
professions the federal] government and na- 
tional civic groups are cooperating in de- 
velopment of a program for starting the 
general use of the Sabin live-virus poliomye- 
litis vaccine next year. 


Shortly after clearing the Sabin vaccine 
for general use, Leroy E. Burney, M.D., 
Surgeon General of the Public Health Serv- 
ice, asked 23 non-government organizations 
to designate members to serve on a Surgeon 
General’s Committee on Poliomyelitis Con- 
trol. 


An Agenda Committee met with PHS 
officials in Atlanta October 11 and 12 and 
drafted a basic agenda for a meeting of the 
Control committee in mid-winter. At the At- 
lanta meeting, preliminary consideration 
was given to administrative and technical 
problems involved in use of the live-virus 
vaccine developed by Albert B. Sabin, M.D., 


of Cincinnati. 


The Agenda committee was made up of 
representatives of the American Medical As- 
sociation, American Academy of General 
Practice, American Academy of Pediatrics, 
Association of State and Territorial Health 
Officers, Children’s Bureau, and the National 
Foundation. 


The Sabin vaccine is not expected to be 
available in substantial quantities before 
mid-1961. 


The chief question is whether the vaccine 
—which is given orally in the form of pills, 
liquid or candy—will be administered on in- 
dividual or mass community basis. The PHS 
special committee that recommended ap- 
proval of the oral vaccine said that the com- 
munity basis would be better. 


“Because of the unique nature of live po- 
liovirus vaccine, with its capacity to spread 
the virus in a limited manner to non-vaccin- 
ated persons, the committee cannot make 
recommendations for manufacture without 
expressing concern about the manner in 
which it may be used,” the special committee 
said. 


From Washington Office, American Medical Association, 1523 


L Street, N.W. 
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“The seriousness of this responsibility can 
be illustrated, for example, by the known 
potentiality of reversion to virulence of live 
poliovirus vaccine strains, and the possible 
importance of this feature in the community 
if the vaccine is improperly used. 

“For example, the vaccine has been em- 
ployed largely in mass administrations 
where most of the susceptibles were simul- 
taneously given the vaccine, thus permitting 
little opportunity for serial human trans- 
mission; or, it has been administered during 
a season of the year when wild strains have 
usually shown limited capacity for spread. 
This experience should provide the basis for 
developing useable practices for the U.S.A.” 

The special committee also said attention 
should be given to administration to special 
groups, such as very young children, preg- 
nant women, and susceptible adults. 

“Even more important is the planned con- 
tinuation of this program as long as neces- 
sary to achieve and maintain the required 
results,” the committee said. 

The committee was headed by Roderick 
Murray, M.D., of the National Institutes of 
Health. Its other members were four M.D.’s 
and one Ph.D., all of whom were connected 
with universities except for one M.D. from 
the PHS’s Communicable Disease Center at 
Atlanta. 

Neither the committee nor Dr. Burney an- 
ticipated that the live virus vaccine would 
replace the killed-virus Salk vaccine used 
since April, 1955. 

“It appears probable that only a unified 
national program which utilizes each of the 
available types of vaccine to its best advan- 
tage can accomplish the total prevention of 
outbreaks,” the committee said. 

Dr. Julian P. Price of Florence, S. C., 
chairman of the A.M.A.’s Board of Trustees, 
predicted the live-virus vaccine “will be one 
more powerful weapon against an ancient 
and crippling disease.” He said that physi- 
cians “have conscientiously pushed immuni- 
zation with the Salk vaccine and now, with 
this new vaccine, the profession is hopeful 
that even better results can be achieved.” 


* 


Five states were ready soon after the ef- 
fective date of October 1 to submit plans 
for participation in the federal-state pro- 
gram of health care for the needy and near- 
needy aged persons which recently was en- 
acted into law. The states were Arkansas, 
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Michigan, New Mexico, Oklahoma, and 
Washington, 


As of early October, another 25 states 
were preparing to consider legislation to 
set up such a program or had indicated a 
willingness to proceed without new legisla- 
tion. They were Alabama, California, Colo- 
rado, Delaware, Florida, Georgia, Hawaii, 
Idaho, Illinois, Indiana, Kentucky, Louisi- 
ana, Massachusetts, Montana, Nevada, New 
Jersey, North Dakota, North Carolina, Ohio, 
Pennsylvania, Rhode Island, Utah, West 
Virginia, Virginia, and Wyoming. 


Arthur S. Fleming, Secretary of Health, 
Education and Welfare, urged all states to 
take part in the program as soon as possible. 
But he also said he hopes that Congress in 
the next session will approve a Republican 
plan for a supplementary federal-state pro- 
gram to help provide private health insur- 
ance for elderly persons who cannot meet 
their medical expenses. 


It appears that the issue probably will 
arise in Congress next year because some 
Democrats also have said they will again 
sponsor legislation that would provide health 
care for aged persons through the Social Se- 
curity system. 


The A.M.A. has launched a “comprehen- 
sive study and action program” to guide 
Americans in spending their health-care 
dollars more wisely. 


The A.M.A.’s new Commission on Medical 
Care Costs has set out “to find answers to 
the many questions being raised about med- 
ica] care costs and to present the findings 
frankly and forthrightly to the medical pro- 
fession and to the public.” 


The program is “dedicated to promoting 
the highest quality health care at the lowest 
cost.” Louis M. Orr, M.D., of Orlando, Flori- 
da, chairman of the commission, said that 
“any barrier that stands in the way of this 
objective should be removed—immediately.” 


One of these barriers is money wasted on 
ineffective non-prescription or over-the-coun- 
ter drug products, such as vitamins, food 
fads, and rheumatism and arthritis reme- 
dies. A.M.A.’s Council on Foods and Nutri- 
tion has estimated that much of the esti- 
mated $350 million spent annually on 
self-prescribed vitamins is wasted. 
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The A.M.A. is urging physicians to alert 
their patients and the public to the latent 
dangers involved in self-prescribing and to 
the folly of throwing their health-care 
dollars away on quackeries. 

On another front in the war against 
quackery, Food and Drug Commissioner 
George P. Larrick reported that during the 
past 12 months the FDA had seized falsely 
promoted vitamins, minerals and other so- 
called “health foods” valued in excess of 
$1.5 million. He said that the amount of 
misinformation, pseudo-science and plain 
“hokum” on health care reaching the public 
through books and magazine articles is in- 
creasing. 


Iu Memoriam 


Joseph Francis McGowan, M.D. 


Dr. Joseph Francis McGowan, aged 57, died at 
11:40 a.m., Sunday, July 17, in an Asheville hospi- 
tal after a brief illness. 

Dr. McGowan was the son of the late John and 
Ann Burns McGowan of Cresson, Pennsylvania, 
where he attended the public schools and St. Francis 
College. His family then moved to Youngstown, 
Ohio, where he attended the Youngstown College 
and received his B.S. degree. He took his medical 
course at the University of Maryland, graduating 
in 1929. 

After graduating in medicine Dr. McGowan re- 
turned to Ohio and served an Internship at St. 
Elizabeth Hospital Hospital in Youngstown, Ohio, 
and engaged in general practice there for four years. 
He then became interested in Eye, Ear, Nose and 
Throat, and began the special studies in these 
fields. 

He took extensive post graduate courses in many 
teaching centers including the University of Chi- 
cago, Rush Medical College, University of Indiana 
and North Western University. He served a term as 
resident physician and surgeon at the Episcopal 
E.E.N.T. Hospital in Washington, D. C., and then 
further studied at Columbia University and N. Y. 
Post Graduate Medical School. 

Dr. McGowan came to Asheville in 1937 and be- 
gan the practice of his specialty. He soon became 
a member of the staffs of the Aston Park, Memorial 
Mission, and St. Joseph’s Hospitals. In the latter 
hospital he served a term as chief of staff. During 
the large practice of his specialty he was the author 
of many articles which were published in medical 
and scientific journals. 

He was a past president of the Asheville Lions 
Club, a member of St. Lawrence Catholic Church, 
and the Fourth Degree Knights of Columbus, and 
the Phi Chi Medical fraternity. 
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WHAT SHOULD HE DO WITH AN EXTRA $5 A WEEK? 
He can spend it, of course. But, if he 
buys a $25.00 U.S. Savings Bond 
each month for 40 months with his $5 
a week raise, he is going to have 
Bonds worth $1,000. 


How Turn Raise 
bonus 


Wishing won’t turn a $5 a 
week raise into a $1,000 
bonus, but it’s easy to do. If 
you take that $5 raise and 

ut it into U.S. Savings 

onds you can buy a $25.00 
Bond a month (cost $18.75) 
and have money left over. If 
er keep buying one of these 

onds a month for 40 months 
you'll have your big bonus— 
Bonds worth $1,000 at 
maturity. 


Why U.S. Savings Bonds are 
such a good way to save 


« You can save automatically 
with the Payroll Savings Plan. 
« You now earn 3%4 % interest 
to maturity. » You invest with- 
out risk under U.S. Govern- 
ment guarantee. « Your money 
can’t be lost or stolen. - You 
can get your money, with in- 
terest, anytime you want it. 
« You save more than money; 
you help your Government pay 
for peace. * You can buy 

where you work or bank. 


Every Savings Bond you own —old or new —earns 
14% more than ever before when held to maturity. 


You save more than money with U.S. Savings Bonds 


The U.S. Government does not pay for this advertising. The Treasury Department 
thanks The Advertising Council and this magazine for their patriotic donation. 
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Dr. McGowan’s interest in the activities and 
scientific progress in medicine is shown by the 
number of organizations to which he belonged. 
Among these are: The North Carolina State Medical 
Society, the North Carolina E.E.N.T. Society, the 
Southern Medical Association, and the American 
Medical Association. He was a Diplomate of the 
American College of Allergists, and of the Ameri- 
can Otorhinological Society for the advancement of 
reconstructive plastic surgery. He was a Diplomate 
of the American Board of Otolaryngology, a mem- 
ber of the American College of Ophthamology and 
Otolaryngology, and the New York Academy of 
Science. 

Surviving are the widow (the former Miss 
Frances Genevieve Oddi), one son and four daugh- 
ters of the home in Asheville, one brother Charles 
McGowan of Pittsburg, Pennsylvania, and two sis- 
ters, Mrs. Joseph Singer of Coraoplis, Pennsylvania, 
and Mrs. Ben Conlin of Washington, D. C. 

During the period of almost a quarter of a cen- 
tury of practice in Asheville, Dr. McGowan proved 
himself to be devoted to his family and actively 
interested in the work of the church, the hospitals, 
the medica] societies, and the community at large. 
One of his greatest hobbies was music. 

His passing at the early age of 57 is a great loss 


to the family, his friends, his patients and to the 


community. He will continue to live in their memor- 
ies. 

Be it therefore resolved that the report of this 
committee be adopted and entered into the minutes 


of this Society; and that a copy be sent to the 
family, to the North Carolina State Medical Society, 
and to the A.M.A. 


R. A. White, M.D. 
W. M. Russell, M.D. 
H. H. Briggs, M.D. 


Adam Tredwell Thorp, M.D. 


Dr. Adam Tredwell Thorp died at Park View 
Hospital in Rocky Mount, on July 5, 1960, at the 
age of 66. His death will be deeply felt by his 
patients, friends, and professional colleagues 
throughout the state. 

He is survived by his wife, Mrs. Helen Merriam 
Thorp of Rocky Mount; two sons, Dr. Adam T. 
Thorp, Jr. of Bethesda, Maryland, and Dr. James 
M. Thorp of Portsmouth, Virginia; and four grand- 
children. He is also survived by two brothers, Mr. 
Isaac D. Thorp of Rocky Mount and Mr. John Thorp 
of Wythville, Virginia. 

Dr. Thorp was born in Nash County near Rocky 
Mount in 1893. Following his early education in the 
community schools he attended the University of 
North Carolina, where he received his A.B. degree 
in 1916. After teaching for a year in Goldsboro, he 
returned to the University of North Carolina where 
he entered medical school. After completing the 
two-year medical course there, he transferred to 
the University of Pennsylvania where he received 
his M.D. degree in 1921. 
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After an internship at the Episcopal Hospital in 
Philadelphia, Dr. Thorp returned to Rocky Mount 
and began the practice of general medicine. He be- 
came interested in obstetrics and gynecology and 
in 1940, after doing post-graduate work, he re- 
stricted his practice to that specialty. In addition 
to his membership in the local, district, and state 
medical societies, Dr. Thorp was a member of the 
North Carolina Obstetrical and Gynecological 
Society, which organization he served as president 
in 1955, and of the South Atlantic Association of 
Obstetricians and Gynecologists. He was a Fellow 
in the American College of Obstetrics and Gyneco- 
logy. 

Dr. Thorp had many non-professional interests. 
He was a life-long member of the Episcopal Church. 
For many years he served as Director of the local 
chapter of the Salvation Army and of the YMCA. 
He maintained an active interest in the University 
of North Carolina and particularly to The Medical 
School and served as President of the Medical 
Alumni and permanent class agent for his class of 
1919. 

Adam Thorp was a beloved man. He will be best 
remembered for his endless expressions of thought- 
fulness and kindness and for his gentle good humor. 
His acts of kindness have made for many a road 
less bumpy or a day more bright. 

He loved the practice of medicine. He was one 
of those few—those fortunate few—who early made 
the complete self-surrender and thereafter wore 
the iron yoke of duty—not complainingly—but joy- 
ously. 

He loved people, he loved his fellowman. And like 
Abou Ben Adhem, we feel that he will be at the head 
of the list of those whom the Lord loves. 

He died after a massive myocardial infarction. 
His manner of dying confirmed the axiom of the late 
Sir William Osler: As a man lives so does he die. 
Dr. Thorp died quietly, peacefully, a gentleman un- 
afraid. 

Therefore be it resolved, that we do mourn the 
loss of our fellow-member of the Edgecombe-Nash 
Medical Society, and that we extend our sympathy 
and understanding to his widow, Helen Thorp, and, 
that a copy of these resolutions be spread upon the 
minutes of this Society and a copy be sent to Mrs. 
Thorp and the North Carolina State Medical 
Society. 

C. T. Smith, M.D. 
A. L. Daughtridge, M.D. 
J. C. Brantley, Jr., M.D. 


Earl W. Brian, M.D. 


WHEREAS, the death of Earl W. Brian, Raleigh 
physician and a member of the State Board of 
Health from July 15, to August 1, 1960, has brought 
profound sorrow to his multitude of friends and 
associates, and 

WHEREAS, the State Board in recognition of his 
influence and invaluable service wishing to express 
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its sense of personal loss in his passing and its 
grateful appreciation of his many virtues, does 
hereby set forth this formal resolution of respect. 


A native of Arkansas, Earl W. Brian received 
his medical degree at Duke University in 1934 and 
practiced medicine in Raleigh beginning in 1939. In 
Raleigh he plunged into the professional and civic 
life of the city and became active as a member of 
the Edenton Street Methodist Church. 


Elected to membership on the State Board of 
Health in 1958 by action of the Medical Society of 
the State of North Carolina, he brought to the 
State Board a wealth of training and experience in 
medical care, years of unselfish community services 
—civic, church and preventive medicine, and above 
all a devoted motivation and gentleness of spirit in 
his every word and action. In his work on the State 
Board he showed the same wisdom and conscientious 
devotion to duty that he demonstrated in his pri- 
vate life. His influence will be projected through 
each of his co-workers in the State Board of Health 
for a long time to come. 


His deep interest in his fellow man and his acute 
sense of duty were combined with his innate ability 
in a way that brought him into places of principal 
leadership in many phases of the community’s life 
—in the Wake County Medical Society, the Raleigh 
Kiwanis Club, the Executives Club of Raleigh, the 
United Fund of Raleigh, the Salvation Army, the 
Occoneechee Boy Scout Council, the Wake County 
Cancer Society, the Heart Association, the Wake 
County Tuberculosis Association and in other or- 
ganizations touching helpfully the health and wel- 
fare of those about him. 


Ever the epitome of a gentleman, an ardent 
champion of the manly art of chivalric demeanor, 
he moved among us with a quiet voice, a gentle 
countenance, and a noble bearing that reflected and 
bespoke the majestic character from which they 
emanated. To know him was not only to love him 
but also to join hands with him in living for others. 
Be it therefore 


Resolved, that this expression of respect and ap- 
preciation be formally enacted by the State Board 
of Health and spread upon its official minutes, and 
that a copy be forwarded to the family of our de- 
parted friend to convey, though inadequately, the 
heartfelt sympathy of the members of the State 
Board, and be it further 


Resolved, that copies be also sent to the editor 
of the NORTH CAROLINA MEDICAL JOURNAL, the editor 
of the Journal of the American Medical Associa- 
tion, the editor of the Journal of the American 
Public Health Association, the Secretary of the 
Medical Society of the State of North Carolina, and 
to the Secretary of the North Carolina Public 
Health Association. 


This sixth day of October, 1960. 
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BOOKS RECEIVED 


Adventure to Motherhood: The Picture-Story of 
Pregnancy and Childbirth. By J. Allan Offen, M.D. 
Price, $2.95. Published by Audio Visua] Education 
Company of America, Inc. Distributed by Taplinger 
Publishing Co., Inc., New York. 1960. 

Your Child’s Care. By Harry R. Litchfield, M.D., 
and Leon H. Dembro, M.D. 1001 Questions and 
Answers. 257 pages. Price, $3.95. New York: Dou- 
bleday & Company, 1960. 

French’s Index of Differential Diagnosis. Edited 
by Arthur H. Outhwaite, M.D. Ed. 8. 1111 pages. 
Price, $24.00. Baltimore: The Williams & Wilkins 
Company, 1960. 

Symposium of Pathology. By W. A. D. Anderson. 
Ed. 5. 876 pages. Price, $9.25. St. Louis: The C. V. 
Mosby Company, 1960. 

Sight: A Handbook for Laymen. The Structure, 
Functions, Malfuntions and Diseases of the Eye. By 
Roy O. Scholtz, M.D. 166 pages. Price, $3.50. Gar- 
den City, New York: Doubleday & Company, Inc., 
1960. 

Nine Months’ Reading: A Medical Guide for 
Pregnant Women. By Robert E. Hall, M.D. 191 
pages. Price, $2.95. Garden City, New York: Dou- 
bleday & Company, Inc., 1960. 


First Sustained-Action Oral Steroid 
Is Developed by the Upjohn Company 

The first sustained-action oral steroid drug—a 
revolutionary new-type pellet form of Medro] has 
been developed by The Upjohn Company. Initial 
cilnical trials indicate better patient control with 
smaller and less frequent doses can be achieved 
with this new dosage form. 

The preparation, called Medrol Medules, utilizes 
a new kind of coating which permits substantially 
reduced incidence of local side effects, especially 
those related to gastric irritation. 


SK&F Names New Director of Research 

Dr. John Kapp Clark has been named director 
of Research & Development at Smith Kline & 
French Laboratories in Philadelphia. 

Dr. Clark, who had been SK&F’s director of Re- 
search, succeeds W. Furness Thompson who has 
resigned as vice president of Research & Develop- 
ment. In addition to his new position with the 
pharmaceutical firm, Dr. Clark will continue his 
affiliation with the University of Pennsylvania 
where he serves as associate professor of medicine. 


Last year, according to National Safety Council 
statistics, some 9,300,000 citizens suffered fatal or 
disabling injuries with approximately half of these 
occurring in the supposed safe confines of the 
home. In recent years, accidents have _ killed, 
maimed and crippled more children between the 
ages of 1 and 14 than the seven deadliest diseases 
combined, and are now the leading cause of death 
for all persons between the ages of 1 and 36. 
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IN EMOTIONALLY PROJECTED 
SMOOTH-MUSCLE SPASM... 


Prompt, Profound 


Protection...at both 


ends of the vagus 


PRO-BANTHINE’ 
with DARTAL 


Professional reliance on the therapeutic profi- 
ciency of Pro-Banthine in functional gastro- 
intestinal disorders has made it the most widely 
prescribed anticholinergic. 

The consistent relief of emotional tensions 
afforded by Dartal makes this well-tolerated 
tranquilizer a rational choice to support the 
antispasmodic action of Pro-Banthine in emo- 
tionally influenced smooth-muscle spasm. 

These two reliable agents combined as Pro- 
Banthine with Dartal consistently control both 
disturbed mood and disordered motility when 
emotional disturbances project themselves 
through the vagus to provoke such gastrointes- 
tinal dysfunctions as gastritis, pylorospasm, 
peptic ulcer, spastic colon or biliary dyskinesia. 
USUAL ADULT DOSAGE: 

One tablet three times a day. 
SUPPLIED as aqua-colored, compression-coated tab- 
lets containing 15 mg. of Pro-Banthine (brand of pro- 


pantheline bromide) and 5 mg. of Dartal (brand of 
thiopropazate dihydrochloride). 


6.0. SEARLE « co. 


Chicago 80, Illinois 
Research in the Service of Medicine 
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in infectious 

in 

in hepatic disease*>+* 

in malabsorption 
in degenerative 
in cardiac disease 

in dermatitis** 

in peptic 

in neuroses & psychiatric disorders*** 
in diabetes 

in alcoholism?” 

in ulcerative colitis 

in osteoporosis» 

in pancreatitis 

in female climacteric 


Patients with chronic disease deserve 
the nutritional support provided by 


er 
Ci aui 


we Squibb Vitamin-Minerals for Therapy 


11 vitamins, 8 minerals 
clinically-formulated and potency 
protected to provide 


enough nutritional support 


to do some good 


with vitamins only 
Theragran 


also available: 
Theragran Liquid 
Theragran Junior 


Theragran products do not contain folic acid. 


1-41 alist of the above references will be supplied on request. 


*THERAGRAN’® 1S A SQUIBB TRADEMARK 


é 
4 
- 
(3 
“Sy _ 
Bessa 
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A 
Squissn 
J 
rs Squibb Quality—the Priceless Ingredient 


for Oral Solution 60 bottles 
Pediatric Drops | 5 Gm. 


Der Kopi- nud Halstheil des Verdauungaapparates. 


palatinar 


Amguius oris 


durch die 
Wreichtheile det Kacke 


majes mil dom Nereus 
paletinas anterior 


M. Leccinator 


_Raphe prerygomandi 
talars 
Einstrsblang des MJevator 
veli palatini 
M. constrictor pharyngis 
M. 


M. 


Fascia be accopharyng¢s 
T 


SYNCILLIN® 
250 mB i.d. — 5 days 


B.G. 9-year-old, white male. First seen 


ACUTE TONSILLITIS 


1959 with acute tonsillitis. Tiiness of 3 days’ 


duration. Beta hemolytic streptococcus extremely 


sensitive to SYNCILLIN cultured from the throat. 


Patient started on SYNCILLIN 250 mg. 


After 5 ‘days, the infection appeared cured and 


‘the: antibiotic was discontinued, No subj or 


objective ‘evidence of: ‘side reactions. 


THK 7INAL potassium phenethiciim | 
a A dosage form to meet the individual r 1irements of pati nts of all ages in home, office, clinic, an pits . 
| Syncillin Tablets — 125 mg. (200,000 unit: 3) 
when reconstituted, 125 mg. (2 00,000 units) per 5 ml. 
Calibrated dropper delivers 125 mg. ( 200,000 
worden; 
: 
— 
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ALL OVER AMERICA! 


KENT with the MICRONITE FILTER 
SMOKED 
MORE SCIENTISTS and EDUCATORS 


than any other cigarette !* 


HIS does not constitute a The rich pleasure of smoking 

professional endorsement Kent comes from the flavor 
of Kent. But these men, like of the world’s finest natural 
millions of other Kent smokers, tobaccos, and the free and 
smoke for pleasure, and choose easy draw of Kent’s famous 
their cigarette accordingly. Micronite Filter. 


If you would like the booklet, ‘‘The Story of Kent’, for your 


own use, write to: P. Lorillard Company—Research De- 
partment, 200 East 42nd Street, New York 17, New York. 


For good smoking taste, 
it makes good sense to smoke KE 


Results of continuing study of cigarette preferences, conducted by O'Brien Sherwood Associates, NY. 
@ PRODUCT OF P LORILLARD COMPANY - FIRST WITH THE FINEST CIGARETTES THROUGH LORILLARD RESEARCH 
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taken at bedtime 


STOPS 
OFTEN WITH 
ONE TABLET DAILY 


by treating the symptom— 
nausea and vomiting —as well 
as a possible specific cause — 
pyridoxine deficiency 


each tiny Bonadoxin 
tablet contains: 
Meclizine HCI (25 mg.) 
for antinauseant action 


Pyridoxine HCI (50 mg.) 
for metabolic replacement. 


usual dose: One tablet at 
bedtime; severe cases may require 


another tablet on arising. 


supply: Bottles of 25 and 

100 tablets, Bonadoxin also 
effectively relieves nausea and 
vomiting associated with: 
anesthesia, radiation sickness, 
Meniere's syndrome, labyrinthitis, 
and motion sickness. Also useful in 
postoperative nausea and vomiting. 
Bibliography on request. 

For infant colic, try 

Bonadoxin Drops. Each cc. 
contains: Meclizine 8,33 mg./ 
Pyridoxine 16.67 mg. 


New York 17,N. Y. 
Division, Chas. Pfizer & Co., Inc. 
Science for the World's Well-Being™ 


and... when your OB patient needs the best 
in prenatal vitamin-mineral supplementation... 


OBRON® 


® 
— = 
all 
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KV AT TTY MTT 


| 


ES? 


Poliomyelitis -Diphtheria-Pertussis-Tetanus 


PEDI-ANTICS 


DESIGNED WORKING ESPECIALLY 


DOCTORS’ wi SCREAM SMILE... 
OFFICES... —WHILE two! IS WHE 
GETTING OBSOLETE TETRAVAX 
SHOTS ! IS USED... 


DIPHTHERIA AND TETANUS TOXOIDS WITH PERTUSSIS AND POLIOMYELITIS VACCINES 


now you can immunize against more diseases...with fewer injections 


Dose: 1 ce. 
Supplied: 9 cc. vials in clear plastic cartons. Pack- 
age circular and material in vial can be examined 
without damaging carton. Expiration date is 
on vial for checking even if carton is discarded. 


For additional information, write Professional Services, Merck Sharp & Dohme, West Point, Pa. 


TETRAVAX 1S A TRADEMARK OF MERCK & CO,, ING, 


Oo) MERCK SHARP & DOHME, pivision or MERCK & CO., INc., PHILADELPHIA 1, PA. 


“A i if D [ ) 
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Don’t settle for 
“slow-power’ x-ray 


get a full 200-ma with your Patrician combination 


When anatomical motion threatens to blur ra- 
diographs, the 200-ma Patrician can answer 
with extreme exposure speed, twice that of any 
100-ma installation. Film images show im- 
proved diagnostic readability . . . retakes are 
fewer. And you'll find the G-E Patrician is like 
this in everything for radiography and fluoro- 
scopy: built right, priced sensibly, uncompro- 
mising in assuring you all basic professional 
advantages. Full-size 81” table . . . independ- 
ent tubestand . . . shutter limiting device . . . 
automatic tube protection . . . counterbalanced 
fluoroscope, x-ray tube and Bucky .. . full- 
wave x-ray output. 

You also can rent the Patrician— 
through G-E Maxiservice® x-ray rental plan. 
Gives you the complete x-ray unit, plus main- 
tenance, parts, tubes, insurance, local taxes — 
everything—for one, uniform monthly fee. Get Progress ts Our Most Important Product 


details from your local G-E x-ray representa- QB 
tive listed below. GENERAL ELECTRIC 


NORTH CAROLINA 
Direct Factory Branch Resident Representatives 
CHARLOTTE WILSON 

1140 Elizabeth Ave. A. L. Harvey 

FR 6-1531 1501 Branch St. @ Phone 23 7-2440 
WINSTON-SALEM 

N. E. Bolick 

1218 Miller St. @ Phone PArk 4-5864 
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Following determination 
of basal secretion, 
intragastric pH was 
continuously determined 
by means of frequent 
readings over a 
two-hour period. 


twice 
| as long 
with 


3.5 
with 3.1 
20 siuminum hydrox faster and 
25 
.0) 
2.0 
Minutes 20 40 60 80 100 120 


New York 18, N. Y, 


New proof in vivo! of the much greater efficacy of new Creamalin 
tablets over standard aluminum hydroxide has now been ob- 
tained. Results of comparative tests on patients with peptic ulcer, 
measured by an intragastric pH electrode, show that newCreamalin 
neutralizes acid from 40 to 65 per cent faster than the standard 
preparation. This neutralization (pH 3.5 or above) is maintained 
for approximately one hour longer. 

New Creamalin provides virtually the same effects as a liquid 
antacid? with the convenience of a tablet. 

Nonconstipating and pleasant-tasting, new Creamalin antacid 
tablets will not produce ‘‘acid rebound” or alkalosis. 

Each new Creamalin antacid tablet contains 320 mg. of specially 
processed, highly reactive, short polymer dried aluminum hy- 
droxide gel (stabilized with hexitol) with 75 mg. of magnesium 
hydroxide. Minute particles of the powder offer a vastly increased 
surface area for quicker and more complete acid neutralization. 


Dosage: Gastric hyperacidity — from 2 to 4 tablets as necessary. Peptic 
ulcer or gastritis - — from 2 to 4 tablets every two to four hours. Tablets may 
d whole with water or milk, or allowed to dissolve 


in the mouth. How supplied: Bottles of 50, 100, 200 and 1000. 


1. Data in the files of the Copeman ry | Research, Winthrop 
Laboratories. 2. Hinkel, E. T., Jr.; Fisher, M. P., and Tainter, M. L.: J. Am. 
Pharm. A. (Scient. Ed.) 48:384, July, 1959. 


for peptic ulcera gastritism gastric hyperacidity 


eutralization 
Neutralization iS much 


Data based on pH in 11 pat ic 
5.0 | 4.9 49 4.9 
414 
€ 


True SUSTAINED Action 
in Steroid Therapy 


prednisolone 


Only 


2 Pelsules 
Daily 


Maintenance Dose 


= Better therapeutic response 
@ Reduced daily dosage 
m Fewer side effects 


= Greater safety, convenience 
and economy 


SS é 


forthe first time, 

_ the benefits of steroidtherapy 
are enhanced by sustained release 

_ PREDLON PELSULES. 


WS 


USES: Rheumatoid arthri 
_ disseminated lupus erythemat 
 allergicdiseases,and 
other conditions where the 
of steroids is indicat 


SUPPLY: PREDLON 
_ isavailable in bottles 
30and 100 Pelsu 


*trademark for timed disintegration capsules 


| 
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contain 
the 


cold 


(Triacetyloleandomycin, Triaminic® and Calurin®) 


safe antibiosis 


Triacetyloleandomycin, equivalent to oleandomycin 125 mg. 
This is the URI antibiotic, clinically effective against certain 
antibiotic-resistant organisms. 


inner fast decongestion 


pro t e ct i on Triaminic®, 25 mg., three active components stop running noses. 
Relief starts in minutes, lasts for hours. 


with... 


well-tolerated analgesia 


Calurin®, calcium acetylsalicylate carbamide equivalent to 
aspirin 300 mg. This is the freely-soluble calcium aspirin that 
minimizes local irritation, chemical erosion, gastric damage. 
High, fast blood levels. 


TAIN brings quick, symptomatic relief of the common cold 
(malaise, headache, muscular cramps, aches and pains) espe- 
cially when susceptible organisms are likely to cause secondary 
infection. Usual adult dose is 2 Inlay-Tabs, q.i.d. In bottles of 50. 
B only. Remember, to contain the bacteria-prone cold...TAIN. 


SMITH-DORSEY Lincoln, Nebraska 
a division of The Wander Company 
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bacteria-prone 


+ 


Pain Reliever 


Professional confidence in the uniformity, 
potency and purity of Bayer Aspirin is evi- 
denced by ever increasing recommendation. 
Bayer Aspirin is the most widely accepted 
brand of analgesic the world has ever known. 


We welcome your requests for samples 
of Bayer Aspirin and Flavored Bayer Aspirin 
for Children. 


THE BAYER COMPANY, DIVISION OF STERLING DRUG INC., 1450 BROADWAY, NEW YORK 18, N.Y. 


{ 
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in arthritis and allied ‘azolidin’ 


: brand of phenylbutazone 
a 


Since its anti-inflammatory properties 
were first noted in Geigy laboratories 10 
years ago, time and experience have 
steadily fortified the position of 
Butazolidin as a leading nonhormonal 
anti-arthritic agent. Indicated in both 
chronic and acute forms of arthritis, _ 
Butazolidin is noted for its striking 
effectiveness in relieving pain, 
increasing mobility and halting 
inflammatory change. 


of phenylbutazone: 
Red, sugar-coated tablets of 100 mg. 
“Butazolidin® Alka: Orange and white 
capsules containing Butazolidin 100 mg.; 

- dried aluminum hydroxide ge! 100 mg.; 
“magnesium trisilicate 150 
-homatropine methylbromide 1.25 mg. 


? 
4 a De ad of pe nce 
Confirmed by 1700 Published Reports 
Attested by World-Wide Usage 
3 
\ 
162-60 
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ws 


3 Major Hospital Policy 


Pays up to $10,000.00 for each member of your family, 
subject to deductible you choose 


Deductible Plans available: 
$100.00 
$300.00 
$500.00 


Business Expense Policy 


Covers your office overhead while you 
are disabled, up to $1,000.00 per month 


approved by 


The Medical Society of North Carolina 
for Its Members 


Write or Call 
for information 


Ralph J. Golden Insurance Agency 


Ralph J. Golden Associates Henry Maclin, IV 
Harry L. Smith John Carson 


108 East Northwood Street 
Across Street from Cone Hospital 


GREENSBORO, N. C. 
Phones: BRoadway 5-3400 BRoadway 5-5035 
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for acute 
upper respiratory infections 


F ex capsules 


effective contral of pathagens...with an unsurpassed record of safety and tolerance 


SUPPLY: TETREX Capsules — tetracycline phosphate 
complex — each equivalent to 250 mg. tetracycline HCI 

—fr activity. Bottles of 16 and 100. 
BRISTOL LABORATORIES, SYRACUSE, NEW YORK { BRISTOI TETREX Syrup — tetracycline (ammonium polyp 
Div. of Bristol-Myers Co. buffered) syrup — equivalent to 125 mg. tetracycline HCI 
activity per 5 ml. teaspoonful. Bottles of 2 fi. oz. and 1 pint, 
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smooth 


Use of pHisoHex for washing the skin aug- 
ments any other therapy for acne — brings 
better results. Now, pHisoAc Cream, a new 
acne remedy for topical application, sup- 
presses and masks lesions — dries, peels and 
degerms the skin. Together, pHisoHex and 
pHisoAc provide basic complementary topical 
therapy for acne. 

pHisoHex, antibacterial detergent with 3 per 
cent hexachlorophene, removes soil and oil 
better than soap — provides continuous de- 
germing action when used often. pHisoHex is 
nonalkaline, nonirritating and hypoallergenic. 
When pHisoAc Cream is used with pHisoHex 
washings, it unplugs follicles, helps prevent 


pHisoHex and pHisoAc for acne 


trademark 


development of comedones, pustules and 
scarring. New pHisoAc Cream is flesh-toned, 
not greasy. It contains colloidal sulfur 6 per 
cent, resorcinol 1.5 per cent, and hexachloro- 
phene 0.3 per cent in a specially prepared 
base. pHisoAc is pleasant to use. 

A new “‘self-help’’ booklet, Teen-aged? Have 
acne? Feel lonely?, gives important psycho- 
logic first aid for patients with acne and 
describes the proper use of pHisoHex and 
pHisoAc. Ask your Winthrop representative 
for copies. 


pHisoAc is available in 144 oz. tubes and 
pHisoHex is available in 5 oz. plastic squeeze 
bottles and in bottles of 16 oz. 


LABORATORIES 
New York 18, N. Y. 
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Efficacy and expanding clinical use are making Naturetin the 
diuretic of choice in edema and hypertension. It maintains a 
favorable urinary sodium-potassium excretion ratio, retains a 
balanced electrolyte pattern, and causes a relatively small in- 
crease in the urinary pH.2 More potent than other diuretics, 
Natvretin usually provides 18-hour diuretic action with just a 
single 5 mg. tablet per day — economical, once-a-day dosage 
for the patient. Naturetin € K — for added protection in those 
special conditions predisposing to hypokalemia and for patients 
on long-term therapy. 


...extraordinarily effective diuretic... 


yl 


Supplied: Naturetin Tablets, 5mq., scored, and 2.5 mg. Naturetin 
¢ K (5 ¢ 500) Tablets, capsule-shaped, containing 5 mg. ben- 
zydroflumethiazide and 500 mg. potassium chloride, Naturetin 
< K (2.5 € 500) Tablets, capsule-shaped, containing 2.5 mg. 
benzydroflumethiazide and 500 mg. potassium chloride. For com- 


plete information consult package circular or write Professional 
Service Dept., Squibb, 745 Fifth Avenue, New York 22, N. Y. 


References: 1. David, N. A.; Porter, G. A., and Gray, R. H.: 
Monographs on Therapy 5:60 (Feb.) 1960. 2. Ford, R. V.: Current 


Therap. Res. 2:92 (Mar.) 1960. 


th Potassium Chiorice 


Naturetin 
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the complaint: 


in the gastric-soluble outer layer: 
Hyoscyamine sulfate... . 
Atropine sulfate 

Hyoscine hydrobromide 
Phenobarbital (4% 8.1 mg. 
Pepsin, N. F 


the diagnosis: any of several nonspecific and functional 
gastrointestinal disorders requiring relief of symptoms 
by sedative-antispasmodic action with concomitant 
digestive enzyme therapy. 


the prescription: a new formulation incorporated in 
an enteric-coated tablet, providing the multiple actions 
of widely accepted Donnatal® and Entozyme.® 


the dosage: two tablets three times a day, or as in- 
dicated. 


ROBINS COMPANY, 


INCORPORATED 


0.0518 mg. 


0.0033 mg. 


in the enteric-coated core: 
Pancreatin, N. F 
Bile salts 


antispasmodic sedative digestant 


RICHMOND 20, VIRGINIA 


! 
e 


more 
effective 


tained level for Resionssd analgesia and, therefore, is superior 
: D aspirin in the treatment of chronic rheumatic disorders. a 


‘Sodium salicylate (5 gr. 
dium para-aminoben 


1% F than if 
COMBINING MUTUALLY SYNERGISTIC NON-STEROID ANTIRHEUMATICS 
“superior to aspirin’’ —‘‘. . . evidence seems to indicate that 
the concurrent administration of para-aminobenzoic and sali- 2G, 
For the patient who should avoid sodium | 
_ Same formula as Pabalate, with sodium salts replaced by potassium salts (pink) =| FF Bae | 
|. Ford, R. A., and Blanchard, K.: Journal-Lancet 78:185, 1958. 
_A. H. ROBINS CO., INC., Richmond 20, Virginia 
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in common 
Gram-positive 
infections 

due to 
susceptible 
organisms 


YOU CAN 
COUNT ON 


® 


(triacetyloleandomycin) 


even 

in many 
resistant 
Staph * 


1,928 published cases in the two years since 
TAO was released for general use show: 


94.3% effectiveness in respiratory infections (617 cases 
including tonsillitis, staphylococcal and streptococcal pharyngi- 
tis, bronchitis, infectious asthma, broncho-pneumonia, lobar 
pneumonia, bronchiectasis, lung abscess, otitis.) 

You can count on TAO. 


92% effectiveness in skin and soft tissue infections (900 
cases including pyoderma, impetigo, acne, infected skin disor- 
ders, wounds, incisions and burns, furunculosis, abscess, celluli- 
tis, chronic ulcer, adenitis.) You can count on TAO. 


87.1% effectiveness in genitourinary infections (349 
cases including urethritis, cystitis, pyelitis, pyelonephritis, orchi- 
tis, pelvic inflammation, acute gonococcal urethritis, lympho- 
granuloma venereum.) You can count on TAO. 


75.8% effectiveness in diverse infections (62 cases includ- 
ing fever of undetermined origin, peritoneal abscess, osteitis, 
periarthritis, septic arthritis, staphylococcal enterocolitis, gas- 
troenteritis, carriers of staphylococci.) You can count on TAO. 


95.6% of 1,928 cases free of side effects—in the remain- 
ing 4.4%, reactions were chiefly mild gastrointestinal disturb- 
ances which seldom necessitated discontinuance of therapy. 


*in 884 of 1,928 cases the causative organisms were mostly 
staphylococci. The majority of clinical isolates were found to be 
resistant to at least one of the commonly used antibiotics and 
many patients had failed to respond to previous therapy with one 
or more antibiotics. TAO proved 93.4% effective in these 884 
cases. 


Complete bibliography available on request. 


DOSAGE: varies according to severity of infection. Usual adult 
dose—250 to 500 mg. q.i.d. Usual pediatric dose: 3-5 mg./Ib. 
body weight every 6 hours. 

NOTE: In some children, when TAO was administered at considerably 
higher than therapeutic levels for extended periods, transient-jaundice 
and other indications of liver dysfunction have been noted. A rapid and 
complete return to normal occurred when TAO was withdrawn. 

SUPPLY: TAO CAPSULES—250 mg. and 125 mg.,bottles of 60. 
TAO ORAL SUSPENSION —125 mg. per 5 cc. when reconstituted, 
palatable cherry flavor, 60 cc. bottles. TAO PEDIATRIC DROPS — 
100 mg. per cc. when reconstituted, flavorful; special calibrated 
dropper, 10 cc. bottles. INTRAMUSCULAR or INTRAVENOUS — 
10 cc. vials, as oleandomycin phosphate. 

OTHER TAO FORMULATIONS ALSO AVAILABLE: TAO®-AC (Tao, analgesic, 


antihistaminic compound) capsules, bottles of 36. TAOMID® (Tao with 
Triple Sulfas)—tablets, bottles of 60. Oral Suspension—60 cc. bottles. 


For nutritional support VI TE AY Vitamins and Minerals 


Formulated from Pfizer's line of fine pharmaceutical products. 


New York 17, N.Y. 
Division, Chas. Pfizer & Co., Inc. 
Science for the World’s Well-Being” 
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How to be 
Carefree 
Without 
Hardly 
Trying... 


It really takes a load off your mind... 
to know that you are protected from 
loss of income due to illness or accident’ 


“Dr. Carefree” has no 30-day 
sick leave ...no Workmen’s 
Compensation... BUT he has a 
modern emergency INCOME PROTEC- 
TION PLAN with Mutual of Omaha. ‘> 


When he is totally disabled by accident or sickness covered by this plan, this plan 
will give him emergency income, free of Federal income tax, eliminating the night- 


mare caused by a long disability. 


Thousands of members of the Medical Profession are protected with Mutual of Oma- 
pdb) PROFESSIONAL MEN’S PLAN, especially designed to meet the needs of the 
profession. 


If you do not already own a Mutual of Omaha INCOME PROTECTION PLAN, get in 
touch now with the nearest General Agent, listed below. You'll get full details, with- 
out obligation. 


Largest Exclusive Health and Accident Company in the World. 


G. A. RICHARDSON, General Agent J. A. MORAN, General Agent 
Winston-Salem, N. C. Wilmington, N. C. 


J. P. GILES, General Agent 
Asheville, N. C. 
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WHEN ORAL PENICILLIN THERAPY 
1S INDICATED.... 


at 


K-CILLIN-500 
TABLETS 


Composition: Compressed tablets of Penicillin G 
Potassium, buffered with Calcium Carbonate. Each 
tablet contains 500,000 units of crystalline Peni- 
cillin G Potassium. 
Uses: In mild or moderately severe Gram-positive 
eee infections and especially penicillin-resistant sta- 
K-CILLIN eae , phylococcic infections. Usually well tolerated with 
few if any side effects. 
; Dosage: One tablet every four to six hours. 
Caution: Federal law prohibits dispensing without 
prescription. 
Supplied: Bottles of 100 and 1000. 
Also Available K-CILLIN 250 — As above except 
each tablet contains 250,000 units crystalline 
Penicillin G Potassium. 
References: Drugs of Choice: W. Modell, M.D., 
1959; Pg. 131, 132. 


K-CILLIN-500 
for SYRUP 


Composition: Crystalline Penicillin G Potassium 
powder, buffered with Sodium Citrate. When dis- 
pensed, add 39 cc. water. Resulting red solution 
will contain 500,000 units Penicillin G Potassium 
in each teaspoonful (5cc.). Solution will keep one 
week under refrigeration. Dry powder dated. 2 Kcr LIN 


Dosage: One teaspoonful every six hours. NOT 
FOR INJECTION. Caution: Federal law prohibits 3 
dispensing without prescription. 


Supplied: 60 cc. Bottles. 


References: Drugs, Their Nature, Action and Use; 
H. Beckman, M.D., 1958; Pg. 502, 504, 505. 


LITERATURE and CATALOG 
ON REQUEST 


Mayrand, ING. 


PHARMACEUTICALS 


1042 WESTSIDE 
GREENSBORO, 
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AN AMES CLINIQUICK’ 


CLINICAL BRIEFS FOR MODERN PRACTICE 


LABORATORY 


DIABETICS WITH | 
-URINARY-TRACT 
= INFECTIONS? 


A urine culture is absolutely essential in the diabetic suspected of having a urinary tract infec- 
tion since such infection is not always accompanied by pyuria. It is also essential to keep the 
urine free from sugar—as shown by frequent urine-sugar tests—for successful therapy. 

Source: Harrison, T. R., et al.: Principles of Internal Medicine, ed. 3, New York, McGraw-Hill Book Co., 1958, p. 620. 


the most effective method of routine testing for glycosuria... 
color-calibrated 


CLINITEST 


BRANO Reagent Tablets 
the standardized urine-sugar test for reliable quantitative estimations 


Urinary tract infections are about four times more frequent in the diabetic than in 
the non-diabetic. The prevention and treatment of urinary tract infections, as well as 
the avoidance of other complications of diabetes, are significantly more effective in the 
well-controlled diabetic. The patient should be impressed repeatedly with the importance 
of continued daily urine-sugar testing—especially during intercurrent illness—and warned 
of the consequences of relaxed vigilance. 


“urine-sugar pr ofile’’ With the new Graphic Analysis Record included in the CiiniTEst 
Urine-Sugar Analysis Set (and in the tablet refills), daily urine-sugar readings may be recorded to 
form a graphic portrayal of glucose excretion most useful in clinical control. quem 
* motivates patient cooperation through everyday use of Analysis Record 

¢ reveals at a glance day-to-day trends and degree of control AM ES 
* provides a standardized color scale with a complete range in the familiar blue-to- Pc gi INC 


orange spectrum 


guard against ketoacidosis ADDED SAFETY FOR DIABETIC CHILDREN 


... test for ketonuria ACETEST® KETOSTIX® 


for patient and phy sician use Reagent Tablets Reagent Strips 
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CONTINUOUS 
CEREBRAL 


*Geroniazol TT* 


® Each Geroniazol TT tablet contains: 


Pentylenetetrazol ......300 mg. 
Nicotinic Acid .........150 mg. 


@ Indications: Respiratory and circu- 
latory stimulant for the aged and 


debilitated patient with symptom 
of mental confusion, depression or 


atherosclerotic psychosis. 
© Supplied: Bottles of 42 Tablets (3 
weeks’ treatment) 


* TEMPOTROL (Time Controlled wid 
Therapy) Columbus 16, Ohio 


% 
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RELIEVE 
COMMON 
COLD 

SYMPTOMS 
ATONCE 


THE TOTAL COLD-THERAPY TABLET 


nasal decongestant - analgesic 
antipyretic - antihistamine 


The ingredients combined in each ‘Emprazil’ tablet 
provide multiple drug action for prompt sympto- 
matic relief of aches, pains, fever and respiratory 
congestion—due to common colds, flu or grippe— 
without gastric irritation. 


Dosage: Adults and older children — One or two tablets 
t.i.d. as required. Children 6 to 12 years of age — One 


tablet t.i.d. as required. 

Supplied: Bottles of 100 or 1000 

Each orange and yellow layered tablet contains: 

*‘Sudafed’® brand Pseudoephedrine Hydrochloride. 20 mg. 

‘Perazil’® brand Chlorcyclizine Hydrochloride .... 15 mg. 

Acetophenetidin 

Aspirin (Acetylsalicylic Acid) 
BURROUGHS WELLCOME & CO. 


(U. S.A.) INC., Tuckahoe, N. Y. Complete literature available on request. 
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IN CONTRACEPTION... 


WHY IS SPEEDIER SPERMICIDAL ACTION IMPORTANT? 


Because a swift-acting spermicide best meets the variables of spermatozoan activity. 


Lanesta Gel, “... found to immobilize human sper- 
matozoa in one-third to one-eighth the time required 
by five of the leading contraceptive products currently 
available . . .”"* thus provides the extra margin of 
assurance in conception control. The accelerated 
action of Lanesta Gel — it kills sperm in minutes in- 
stead of hours—may well mean the difference 
between success and failure. 

* Berberian, D. A., and Slighter, R. G.: J.A.M.A. 168:2257 
(Dec. 27) 1958. 

In Lanesta Gel 7-chloro-4-indanol, a new, effective, 
nonirritating, nonallergenic spermicide produces im- 
mediate immobilization of spermatozoa in dilution 
of up to 1:4,000. Spermicidal action is greatly accel- 


erated by the addition of 10% NaCl in ionic form. 
Ricinoleic acid facilitates the rapid inactivation and 
immobilization of spermatozoa and sodium lauryl 
sulfate acts as a dispersing agent and spermicidal 
detergent. 


Lanesta Gel with a diaphragm provides one of the 
most effective means of conception control. 
However, whether used with or without a 
diaphragm, the patient and you, doctor, can 
be certain that Lanesta Gel provides faster 
spermicidal action — plus essential diffusion 
and retention of the spermicidal agents in 
a position where they can act upon the 
spermatozoa. 


Supplied: Lanesta Exquiset . 


. with diaphragm of prescribed size and type; universal introducer; 


Lanesta Gel, 3 oz. tube, with easy clean applicator, in an attractive purse. Lanesta Gel, 3 oz. tube with J 


applicator; 3 oz. refill tube — available at all pharmacies. 


Manufactured by Esta Medical Laboratories, Inc., Alliance, Ohio Distributed by GEORGE A. BREON & Co., New York 18, N.Y. 
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Now...the only with extra-broad spectrum benefits:— 


action at lower milligram intake...broad- 


Nystatin combination 
a range action...sustained peak activity... 

with extr a-active extra-day security against resurgence of 
DECLOMYCIN® primary infection or secondary invasion. 


Demethyichlortetracycline 


Demethylchlortetracycline and Nystatin LEDERLE 


CAPSULES, 150 mg. DECLOMYCIN Demethylchlortetracycline HCl and 250,000 units Nystatin. 
DOSAGE: average adult, 1 capsule four times daily. 


LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pear! River, New York Qa» 


: 
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n many seemingly mild physical disorders 
-an element of depression plays an Sem sion may be 
insidious etiologic or complicating role. may s 
“4 driasis™; in convalesce 
Because of its efficacy as an antidepres- [Raita 
sant, coupled with its simplicity of usage, [Wugmeotauemran 
“Tofranil is admirably adapted to use in the PRAtE ‘emotional disturba 
home or office in these milder “depression- 


complicated” cases. 


LXV 
oth COmpticates the picture | 

: brand of imipramine HC! 
hastens recovery... | 

nize that depres- | 
| in "hypochon: 
| n chronic illness 

1opausal patient 
inces resist 

many other com- 

sion may play a Dart. 
Detailed Literature Available on Request. | 
Tofranil’, brand of i nipré amine nydro hlo ide, 
tablets of 25mg. Ampuls for itran uscular 
160-60 
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REGULATORS 


“Essential” fatty acids . . . arachidonic and lino- 
leic . . . and fat-soluble vitamins ... A, D and K 
... can be obtained from everyday foods. These 
nutrients serve essential but obscure roles in 
maintenance of body membranes and skin. In- 
testinal absorption of calcium, mineralization of 
bone and teeth, and clotting of blood. 

From foods listed in A Guide to Good Eating, 
the “essential” fatty acids are obtained from the 
fat present in milk, cheese, ice cream, butter, 
eggs, meat, fish, poultry, nuts . . . and in larger 
amounts, from some natural fats and oils used in 
food preparation and at table. Vitamin A value 
is generously supplied by milk fat in dairy foods, 
eggs, dark green leafy vegetables, yellow vege- 
tables and fruits. 

Vitamin D . . . important for absorption and 
utilization of calcium during growth, pregnancy 
and lactation . . . is not amply provided by foods 
listed in the ““Guide”’. . . unless vitamin D-forti- 
fied milk is used in recommended amounts. Vita- 
min D can be formed in the skin if it is exposed 
to sunlight or ultraviolet lamp. 

Many foods listed in the “Guide” supply vita- 
mins E and K ... i.e. green leafy vegetables, nuts 
and dairy foods containing milkfat. Plant oils 
used for salads or food preparation are rich in 
vitamin E. Microorganisms form vitamin K in 
the intestines. 


A GUIDE TO GOOD EATING — USE DAILY 
DAIRY FOODS 


Sto 4 glasses milk—children e 4 or more glasses— 
teenagers e 2 or more glasses—adults « Cheese, ice 
cream and other milk-made foods can supply part of 
the milk 

MEAT GROUP 
2 or more servings « Meats, fish, poultry, eggs, or 
cheese with dry beans, peas, nuts as alternates 


VEGETABLES AND FRUITS 
4 or more servings e« Include dark green or yellow 
vegetables; citrus fruit or tomatoes 


BREADS AND CEREALS 
4 or more servings « Enriched or whole-grain added 
milk improves nutritional values 


When combined in well-prepared meals, foods 
selected from each of the four food groups can 
provide all of the necessary fat-soluble vitamins 
and fatty acids . . . while satisfying the tastes, 
appetites and other nutrients needs of all mem- 
bers of the family . . . young and old. 
The nutritional statements made in this adver- 
tisement have been reviewed by the Council on 
Foods and Nutrition of the American Medical 
Association and found consistent with current 
authoritative medical opinion. 
Since 1915... promoting better health 
through nutrition research and education. 


NATIONAL DAIRY COUNCIL 


A non-profit organization 


111 N. Canal Street + Chicago 6, Ill. 


Salute to the American Dental Association on A Century of Health Service 


This information is reproduced in the interest of good nutrition and health by the Dairy 
Council Units in North Carolina. 


High Point-Greensboro Winston-Salem 
106 E. Northwood St. 


Greensboro, N. C. 


610 Coliseum Drive 
Winston-Salem, N. C. 


Burlington-Durham-Raleigh 
310 Health Center Bldg. 
Durham, N. C. 
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NICOZOL’ COM PLEX 


ORIGINAL FORMULA 


New Fonie Flemuland 


NICOZOL COMPLEX is a cerebral stimulant-tonic and dietary 
supplement intended for geriatric use. Improves mental and 
physical well-being. Improves protein and calcium metabolism. 
Indicated during convalescence, also as a preventive agent in 


common degenerative changes. 


Dosage 


1 teaspoonful (5 cc) 3 times a day, 
preferably before meals. Female pa- 
tients should follow each 21-day 
course with a 7-day rest interval. 


DRUG 
Speciatties) WINSTON-SALEM 1, NORTH CAROLINA 


Peppy: 
NICOZOL COMPLEX is avail- 
able as a pleasant-tasting 
elixir. Popularly priced. 
Bottles of 1 pint and 1 gallon. 


Write for professional sample and literature. 


Formula 


Each 15 cc (3 teaspoonfuls) — 

Pentylenetetrazol 

Niacin ....... 

Methyl! Testosterone 

Ethiny! Estradiol 

Thiamine Hydrochloride 

Riboflavin ....... 

Pyridoxine Hiydrochioride 

Vitamin B-12 

Folic Acid . 

Panthenol ... 

Choline Bitartrate 

Inositol 

l-Lysine Monohydrochioride .. 

Vitamin E (a-Tocopherol 
Acetate) 3 mg. 

Iron (as Ferric Pyrophosphate) 15 mg. 

Trace Minerals as: lodine 0.05 mg., 
Magnesium 2 mg:, Manganese 1 mg., 
Cobalt 0.1 mg., Zinc 1 mg. 


Contains 15% Alcohol 


| 
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COLDS AND SINUSITIS— 
THE RIGHT AMOUNT OF “INNER SPACE” 


causing systemic toxicity or chemical harm to nasal 
membranes. Turbinates shrink, sinus ostia open, 


ventilation and drainage resume, and mouth-breath- 
ing is no longer necessary. 


Gentle Neo-Synephrine shrinks nasal membranes 
for from two to three hours without stinging or 
harming delicate respiratory tissues. Post-thera- 
peutic turgescence is minimal. Neo-Synephrine does 
not lose its effectiveness with repeated applications 
nor does it cause central nervous stimulation, jitters, 
insomnia or tachycardia. 


(HI) LABORATORIES Neo-Synephrine solutions and sprays produce shrink- 
New York 18, N.Y. age of tissue without interfering with ciliary activity 
or the protective mucous blanket. 


® For wide latitude of effective and safe treatment, 
NEO = SYN “DK LINE Neo-Synephrine hydrochloride is available in nasal 
(Brand of phenylephrine hydrochloride) sprays for adults and children; in solutions from 


hydrochloride 1%% to 1%; and in aromatic solution and water 


NASAL SOLUTIONS AND SPRAYS soluble jelly. 


November, 1960 


ADVERTISEMENTS 


Greensboro—212 W. Gaston Street—-BRoadway 3-8255 

High Point—310 N. Main Street—88 3-1955 
Winston-Salem—514 Nissen Building—PArk 4-8373 
Asheville—Westgate Regional Shopping Center—ALpine 3-7378 


ETTER GET YOURS 
FIRST 


Money goes fast at Christmas time, 
Doctor ... best you start getting yours now. 

And one of the best ways to get your 
money before December spending starts, is 
to call the Medical-Dental Credit Bureau 
nearest you today. They’ll clear up your 
overdue accounts . in an ethical, cour- 
teous manner ... and keep your patients 
happy, too. 

Yes, to beat those December charge 
accounts tu the draw, call your Medical- 
Dentai Credit Rureau NOW! 


Lumberton—220 East Fifth Street—REdfield 9-3283 
Reidsville—205'2. W. Morehead Street—Dickens 9-4325 
Chartette—-225 Hawthorne Lane—FRanklin 7-1527 

ic Temple Building, Room 10—ROger 3-5191 


wil 
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North Carolina Members — Notionul Association Medical - Dental Bureaus 


TUCKER HOSPITAL, INc. 


212 West Franklin Street 
Richmond, Virginia 


A private hospital for diagnosis and treatment of psychiatric and neurol- 


ogical patients. 
Hospital and out-patient services. 


(Organic diseases of the nervous system, psychoneuroses, psychosomatic 


disorders, mood disturbances, social adjustment problems, 


involutional 


reactions and selective psychotic and alcoholic problems.) 


Dr. JAMES ASA SHIELD 


Dr. WEIR M. TUCKER 


~ 


DR. GEORGE S. FULTZ 


Dr. AMELIA G. Woop 
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STOP 
CLIMBING 
STAIRS 


--AN 
Avoid 
Heart Strain 
and Fatigue 
with a 
Home Elevator 


Inclin-ator travels up and down 
stairways—Elevette fits snugly 
into closet space. Ideal for in- 
valids and older folks, with safe 
push-button controls. Uses or- 
dinary house current. Used in 
hundreds of nearby homes. Call 
or write today for free survey. 


significance 
ELEVATORS is to the 
Freight & Passenger Elevators 
G boro, North Caroli ot iCi 
Roanoke e Augusta e Greenville 


When he sees it engraved 
on a Tablet of Quinidine Sulfate 
he has the assurance that 
the Quinidine Sulfate is produced 
from Cinchona Bark, is alkaloidally 
standardized, and therefore of 
unvarying activity and quality. 


When the physician writes “DR” 
.. (Davies, Rose) on his prescriptions 
Protection Against Loss of Income for Tablets Quinidine Sulfate, he is 
from Accident & Sickness as Well as ms assured that this “quality” tablet 
Hospital Expense Benefits for You and ae is — to his patient. 


All Your Eligible Dependents 
Rx Tablets Quinidine Sulfate Natural 


4 0.2 Gram (or 3 grains) 
SURGEONS : 


DENTISTS 


COME Clinical samples sent to physicians on request 


ASSOCIATIONS Boston 18, Mass. 

OMAHA 31, NEBRASKA 

Since 1902 


landsome Professional Appointment Book sent to 
you FREE upon request. 
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BRAWNER’S SANITARIUM, INC. 


(Established 1910) 
2932 South Atlanta Road, Smyrna, Georgia 


FOR THE TREATMENT OF PSYCHIATRIC ILLNESSES 
AND PROBLEMS OF ADDICTION 


MODERN FACILITIES 


Approved by Central Inspection Board of American Psychiatric Association 
and the Joint Committee on Accreditation 


JAS. N. BRAWNER, JR., M.D. 
Medical Director 


Phone HEmlock 5-4486 


HIGHLAND HOSPITAL, INC. 


Founded In 1904 
ASHEVILLE, NORTH CAROLINA 


Affiliated with Duke University 


A non-profit psychiatric institution, offering modern diagnostic and treatment procedures—insulin, electr » Psy 


chotherapy, occupational and recreational therapy—for nervous and mental disorders. 


The Hospital] is located in a 75-acre park, amid the scenic beauties of the Smoky Mountain Range of Western North 
Carolina, affording exceptional opportunity for phy and 1 rehabilitation. 


The OUT-PATIENT CLINIC offers diagnostic service and therapeutic treatment for selected case desiring non- 
resident care. 


R. CHARMAN CARROLL, M.D. ROBERT L. CRAIG, M.D. JOHN D. PATTON, M.D. 
Medical Director Associate Medical Director Clinical Director 
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FOR THE 
AGING... 


\ NEW 
», COMPREHENSIVE SUPPORT 


BALANCED HORMONE SUPPLEMENTATION 
BROAD NUTRITIONAL REINFORCEMENT 
MOOD ELEVATION 


1 small mee 


every morning 


Minerals-Hormones-d-Amphetamine Lederle 
capsule contains: Ethiny! Estradiol 0.01 mg. 50 mg. ¢ I-Lysine Monohydrochlioride 25 mg. © Vitamin Vitamin E 


Testosterone 2.5 mg. d-Amphetamine — mg. ocopherol Acid Succinate) 10 Int. Units Rutin 12.5 mg. 
A (Acetate) 5,000 bs. P. Units « Vitamin D USP. Units « errous Fumarate (Elemental iron, 10 ae.) 30.4 mg. * lodine 
B,, with AUTRINIC® Intrinsic KI) 0.1 mg. Calcium (as CaHPO,) 35 mg. Phosphorus (as 
P. unit (Oral) © Thiamine Mononitrate (B,) 5 mg. HPO,) 27 mg. © Fluorine (as  ¥ 0.1 mg. ¢ Copper (as CuO) 
Havin (B,) 5 mg. Niacinamide 15 mg. Pyridoxine HCI mg. Potassium K,SO,) 5 mg. anganese (as Mn0,) 
0.5 mg. Calcium Pantothenate 5 mg. Choline Bitartrate Zinc (as ZnO) 0.5 mg 100" (eo) 1 mg. Boron 
25 mg. © Inositol 25 mg. * Ascorbic Acid (C) as Calcium Ascorbate A, 'a,B,07.10H,0) 0.1 mg. Bottles of 100, 1000. 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, foe York <> 


SAINT ALBANS 


PSYCHIATRIC HOSPITAL 


(A Non-Profit Organization) 


Radford, Virginia 


STAFF 
James P. King, M. D., Director 
Daniel D. Chiles, M. D. William D. Keck, M. D. 
Clinical Director Edward W. Gamble, III, M. D. 

James K. Morrow, M. D. J. William Giesen, M. D. 
Silas R. Beatty, M. D. Internist (Consultant) 
Clinical Psychology: Don Phillips 

Thomas C. Camp, Ph. D. Administrator 


Artie L. Sturgeon, Ph. D. 


AFFILIATED CLINICS 
Bluefield Mental Health Center Beckley Mental Health Center 


525 Bland St., Bluefield, W. Va. 109 E. Main Street, Beckley, W. Va. 
David M. Wayne, M. D. W. E. Wilkinson, M. D. 
Phone: DAvenport 5-9159 Phone: CLifford 3-8397 
Charleston Mental Health Center Norton Mental Health Clinic 
1119 Virginia St., E., Charleston, W. Va. Norton Community Hospital, Norton, Va. 
B. B. Young, M. D. Pierce D. Nelson, M. D. 


Phone: Dickens 6-7691 Phone: 218, Ext. 55 and 56 
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For Easy Management 
Deficiency Anemia 


OPTIMAL HEMOGLOBIN REGENERATION 
MINIMAL GASTROINTESTINAL IRRITATION 


CEVIRATE TABLETS supply high level iron dosage in the form of well-tolerated, effective 
ferrous fumarate, in combination with ascorbic acid. 


Providing a higher elemental iron content than other commonly used salts of iron, fer- 
rous fumarate is less irritating to the gastrointestinal tract.’ Clinical investigation has 
shown ferrous fumarate to be “an effective oral preparation for the treatment of iron 
deficiency anemia,” producing a “minimum of gastrointestinel irritation’? and an “‘ex- 
cellent’' therapeutic response. 


The inclusion of ascorbic acid affords protection to the ferrous ion and enhances hemo- 


globin response. The association between Vitamin C, blood formation and anemia 


has been noted by many investigators’ and clinical studies have shown a relationship 
between the development of anemias and prolonged Vitamin C deficiencies.‘ 


In CEVIRATE TABLETS the combination of ferrous fumarate and ascorbic acid insures 
effective, prompt hemoglobin regeneration with a minimum of side effects in the treat- 
ment of iron deficiency anemias. 


DOSE: Adults, one tablet two to three times daily. 


Each CEVIRATE tablet contains: 


FERROUS FUMARATE 300 Mg. 
Providing 99 Mg. of elemental iron 
ASCORBIC ACID 100 Mg. 


Red, Capsule-Shaped Tablets, NOT ENTERIC COATED ! ! 


. Shapleigh, J. B.: Ferrous Fumarate, A Clinical Trial of A New Iron Compound, Am. Pract. Dig. Treat.; March, 1959. 
. Feldman, Harold S.: Ferrous Fumarate in the Treatment of Iron Deficiency Anemia, Va. Med. Monthly, Vol. 87, April, 1960. 
. Lancet (editorial) 2: 923, 1953. 

Quart. J. Med. 22:309, 1953 and Blood 7:671, 1952. 


CEVIRATE TABLETS ARE SUPPLIED 


100 AND 


IN BOTTLES OF 1000 TABLETS 
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Palatable Hematinic Tablet 
For Edsy Management 
lron Deficiency Anemia Children 


CEVIRATE PEDIATRIC combines ferrous fumarate and ascorbic acid in a tasty, pineapple flavored soft- 
tablet that may be swallowed, chewed, or allowed to dissolve in the mouth. 


This unique dosage form is made possible by the use of iron in its newest and best tolerated form, ferrous 
fumarate. Almost tasteless and completely free from the characteristic pungent taste and odor usually 
associated with iron salts, this new compound makes possible a children’s dosage form that insures an 
enthusiastic reception by children of all ages. 


DOSAGE: 
One to three tablets daily, either chewed, swallowed or allowed to dissolve in mouth. 


Each CEVIRATE PEDIATRIC Tablet Ferrous Fumarate 


contains: Excels Other Iron Compounds Because: 


FERROUS FUMARATE 100 mg. IT YIELDS MORE ELEMENTAL IRON 
Providing 33 mg. of elemental iron IT 1S ABSORBED QUICKLY AND EFFICIENTLY 
IT 1S BETTER TOLERATED 
ASCORBIC ACID 50 mg. IT HAS NO TYPICAL “IRON” TASTE 
IT HAS A HIGHER MARGIN OF SAFETY 
Supplied in Bottles of 100 IT PRODUCES EXCELLENT HEMOGLOBIN RESPONSE 


MORE ELEMENTAL IRON TO PROVIDE 
A BETTER HEMOGLOBIN RESPONSE |! ! 


FERROUS 
FUMARATE FERROUS SULFATE 
EXSICCATED U.S.P. 


33% | 31% 


A COMPARISON OF ELEMENTAL IRON CONTENT FROM FERROUS SALTS 


; 
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APPALACHIAN HALL 


ESTABLISHED — 1916 


ASHEVILLE 


NORTH CAROLINA 


An Institution for the diagnosis and treatment of Psychiatric and Neurolosical illnesses, rest, convalescence, drug 


and alcohol habituation. 
Insulin Coma, 
facilities includicg electroencephalography and X-ray. 


Electroshock and Psychotherapy are employed. The Institution is equipped with complete laboratory 


Appalachian Hall is located in Asheville, North Carolina, a resort town, wnich justly claims an al! around climate 
for health and comfort. There are ample facilities for classification of patients, rooms single or en suite. 


Wm. Ray GRIFFIN, JR., M.D. 
Rosert A. GRIFFIN, M.D. 


For rates and further information write 


MARK A. GRIFFIN, Sr., M.D. 
MARK A. GRIFFIN, JR., M.D. 


APPALACHIAN HALL, ASHEVILLE, N. C. 


WE PROUDLY DRAW YOUR ATTENTION 


This is Diapulse®. You may be seeing it here for 
the first time, for it has just begun to flow off the 
production lines at Remington-Rand. 

It emits pulsed short waves. Not ordinary short 
waves, whose power is limited by the danger of over- 
heating—but very strong short waves with intervals 
of rest between to allow for dissipation of heat. 


Experience in laboratory and clinic indicates that 
this modality is unique in its ability to stimulate 
cellular activity. Any number of medical men—many 
of them world-renowned—believe that treatment by 
Diapulse has the capacity for aiding the patient by 
causing his defense mechanism to respond with 
greater zeal and efficiency. 


We are proud to offer this fine piece of equipment to our many customers. 
Write or ask our salesman for demonstration. 


CAROLINA SURGICAL SUPPLY COMPANY 


“The House of Friendly and Dependable Service” 


706 Tucker St. 


Tel: TEmple 3-8631 


Raleigh, North Carolina 
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PROFESSIONAL 
PERSONAL 


CHOSEN BY MEDICAL 
SOCIETY OF THE STATE OF 
NORTH CAROLINA FOR 
PROFESSIONAL 

LIABILITY INSURANCE 


ERE IS A SAINT PAUL AGENT IN YOUR 
COMMUNITY AS CLOSE AS YOUR PHONE | 


412 Addi Buildi ts 

Cherlotte, North Corstine HOME OFFICE: 385 WASHINGTON ST., ST. PA 
EDison 2-1633 


When too many tasks 
seem to crowd 

the unyielding hours, 
a welcome 

“pause that refreshes” 
with ice-cold Coca-Cola 
often puts things 

into manageable order. 


REG US PAT OFF 


FIRE any, for your complete insurance needs... 
a 
% Xe: 
: SERVICE OFFICE: RALEIGH, NORTH CAROLINA—-323 W. MORGAN ST. TEmple 4-7458 a 
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E. R. Squibbs and Sons XXXII, XLII, LVI 
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The Upjohn Company 
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3-dimensional 
support for older 
patients 


BOLSTERS... tissue metabolism 


A interest, vitality 
NEW 


A failing nutrition 


1 small aN every morning 


Each capsule contains: Ethinyl Estradiol! 0.01 mg. * Methyl 
¢ Vitamin 


Testosterone 2.5 mg. « 


d-Amphetamine 2.5 m 
A (Acetate) 5,000 U.S.P. Units * Vitamin D 


500 U 
5 mg. 


U.S.P. Unit (Oral) « Thiamine Mononitrate (B,) 


flavin (B,) 5 mg 
0 


RESTI 


Geriatric Vitamins-Minerals-Hormones-d-Amphetamine Lederle 


Units 

Vitamin with AUTRINIC® Intrinsic Factor Concentrate 

* Niacinamide 15 mg. © Pyridoxine HCI (B,) 

.5 mg. © Calcium Pantothenate 5 mg. ¢ Choline Bitartrate 

25 mg. © Inositol 25 mg. * Ascorbic Acid (C) as Calcium Ascorbate 


® 


50 mg. I-Lysine Monohydrochloride 25 mg. Vitamin E 
tenn ag Acid Succinate) 10 Int. Units « Rutin 12.5 mg. « 
errous Fumarate (Elemental iron, 10 mg.) 30.4 mg. « | ine 
as KI) 0.1 mg. © Calcium (as CaHPO,) 35 mg. * Phosphorus (as 
aHPO,) 27 mg. © Fluorine (as CaF.) 0.1 mg. ¢ Copper (as CuO) 
mg. Potassium (as K,SO,) 5 mg. * Manganese (as MnO.) 

mg. © Zinc (as ZnO) 0.5 dg ' ¢ Magnesium (MgO) 1 mg. * Boron 
ee Na,B,0,.10H,0) 0.1 mg. Bottles of 100, 1000. 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York > 


LXXV 

XXXIV 

LI, LXV 


4,860 CULTURES... 
SENSITIVE 


In a study of the sensitivity of various clinically important bacteria to six 
common antibacterial substances, Goodier and Parry! report “...a greater 
proportion of the individual strains within the various genera sensitive to 
chloramphenicol.” 

Numerous other studies draw attention to the continuing sensitivity of 
stubborn pathogens to CHLOROMYCETIN.?** For example, Modarress and 
co-workers observe: “The versatile chloramphenicol was useful each year.” 
Petersdorf and associates* state: “There has been no increase in resistance 
to chloramphenicol ...during the past three years.” 

CHLOROMYCETIN (chloramphenicol, Parke-Davis) is available in various forms, 
including Kapseals® of 250 mg., in bottles of 16 and 100. 

CHLOROMYCETIN is a potent therapeutic agent and, because certain blood dys- 
crasias have been associated with its administration, it should not be used indis- 
criminately or for minor infections. Furthermore, as with certain other drugs, 
adequate blood studies should be made when the patient requires prolonged or 
intermittent therapy. 

References: (1) Goodier, T. E. W., & Parry, W. R.: Lancet 1:356, 1959. (2) Modarress, Y.; 
Ryan, R. J., & Francis, Sr. C.: J. M. Soc. New Jersey 57:168, 1960. (3) Petersdorf, R. G., 
et al.: Arch. Int. Med. 105:398, 1960. (4) Rebhan, A. W., & Edwards, H. E.: Canad. 
M.A.J. 82:513, 1960. (5) Bauer, A. W.; Perry, D. M., & Kirby, W. M. M.: J.A.M.A. 
173:475, 1960. (6) Olarte, J., & de la Torre, J. A.: Am. J. Trop. Med. 8:324, 1959. 
(7) Berle, B. B., et al.: New York J. Med. 59:2383, 1959. (8) Fisher, M. W.: Arch. Int. 
Med. 105:413, 1960. 
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(chloramphenicol, Parke-Davis) 


IN VITRO SENSITIVITY OF 4,860 GRAM-POSITIVE AND GRAM-NEGATIVE 
PATHOGENS TO CHLOROMYCETIN AND TO FIVE OTHER ANTIBACTERIALS* 


CHLOROMYCETIN 74% 


AntibacterialA 61% 


AntibacterialB 56% 


Antibacterial 55% 


AntibacterialD 52% 


Antibacterial E 


*Adapted from Goodier & Parry" 
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® 
advantages you can expect to see with Stelazine 


brand of trifiuoperazine 


e Prompt control of the underlying anxiety. Beneficial effects are often seen within 24-48 hours. 
e Amelioration of somatic symptoms. Marx! reported from his study of 43 office patients that 
‘Stelazine’ “‘appeared to be effective for patients whose anxiety was associated with organic—as 
well as functional disorders.” 

e Freedom from lethargy and drowsiness. Winkelman? observed that ‘Stelazine’ “produces a 
state approaching ataraxia without sedation which is unattainable with currently available neuro- 
leptic agents; its freedom from lethargy and drowsiness makes [‘Stelazine’] extremely well accepted 
by patients.” 


Optimal dosage: 2-4 mg. daily. Available as 1 mg. and 2 mg. tablets, in bottles of 50 and 500. 


N.B.: For further information on dosage, side effects, cautions and contraindications, see available comprehensive 
literature, Physicians’ Desk Reference, or your S.K.F. representative. Full information is also on file with your pharmacist. 


1. Marx, F.J., in Trifluoperazine: Further Clinical and Laboratory Studies, Philadelphia, Lea & Febiger, 1959, p. 89. SM ITH 


KLINE & 
FRENCH 


2. Winkelman, N.W., Jr.: sbid., p. 78. 


relieve anxie : either accompanying or causing somatic distress — 
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